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SOME OBSERVATIONS ON CHILDHOOD ALLERGY. 





By S. E. L. Stenine, M.B., B.S., D.C.H., M.R.A.C.P., 
Sydney. 





Tus review has been undertaken to bring to the notice 
of others the great numbers of children who have allergic 
symptoms and who could respond to appropriate treat- 
ment, but whose allergic state is all too frequently 
unrecognized for considerable periods of time. Vaughan 
(1939) stated that 10% of the population are manifestly 
allergic or showed- major allergies, whilst a further 50% 
showed minor or temporary allergic states. 

The material is, to a certain extent, selected, since 
mostly the patients with severe asthma and urticaria 
were admitted to the clinic, those less severely affected 
being placed on a waiting list which had a lag of up to 
seven months. Many patients were referred from other 
out-patient departments for investigation or confirmation 
of a possible allergic state. 

The period covered is from May, 1946, to June, 1947. In 
this period 243 patients presented with 1902 attendances. 


CLASSIFICATION OF RESPIRATORY ALLERGY. 

The great majority of the patients suffered from 
respiratory allergy. From an evaluation of the histories 
the following classification of the syndromes with which 
respiratory allergy presents itself in childhood is briefly 
offered. Gastro-intestinal allergy in childhood will be 
considered also. 

Nasal Symptoms. 

Seasonal rhinopathy or hay fever is rare in children, but 
is of the adult type. It consists of paroxysmal attacks of 
sneezing of sudden onset and short course. The eyes 
become red and lachrymation may be profuse. There is 





profuse watery nasal discharge. It is to be noted that 
hay fever seasons in the Sydney area may be prolonged 
because of the prevailing temperate climate. 

The perennial form of rhinopathy presents itself in 
several ways. (i) In attacks resembling true hay fever 
it may occur at intervals throughout the year. The 
individual attacks are often less severe and of shorter 
duration—a few minutes only sometimes—and often 
precede an asthmatic attack. They are not related to 
pollinating seasons and may occur daily. (ii) Frequent 
“colds” may be the sole Symptom of allergy. These “colds” 
may be the earliest sign of impending asthmatic attacks, 
which may develop in a few hours to several days. How- 
ever, asthma may appear only after some years’ suffering 
from “repeated colds’. The nasal discharge is clear and 
mucoid; the nasal mucosa appears injected; enlarged 
turbinates may be seen which are red, pale or bluish. 
These “colds” are identified as allergic by their frequency, 
and by the fact that no contact with a sufferer from 
coryza is ever remembered and that other members of the 
family do not contract infection from the sufferer, and 
because of association with other allergic manifestations. 
A hard, dry cough often develops which does not respond 
to ordinary remedies. Examination of the nasal secretion, 
in many cases, reveals an excess of eosinophile ceils. 
(iii) Chronic’ “catarrh” of the nasal, pharyngeal and 
tracheal mucous membranes sometimes has an allergic 
basis, 


Bronchitis. 

Allergic bronchitis may appear alone or associated with 
other symptoms. Allergic bronchitis is a respiratory 
condition similar to infective bronchitis of childhood, but 
is mostly apyrexial. Its chief feature is the tendency to 
recurrence. Some children have bronchitis every winter, 
or spring, or Christmas, and some have attacks every 
month or six weeks. There is a hard, dry, distressing 
cough, which is unproductive. Sleep is disturbed and 
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appetite is impaired. There is a history of allergic episodes 
in the past—for example, eczema and urticaria. The 
family history usually reveals evidence of allergy. 

When rhinopathy accompanies this allergic bronchitis, 
there is the presenting complaint of “frequent colds and 
bronchitis”. This is so common as to be almost patho- 
gnomonic of allergy. 

Allergic bronchitis is the accompaniment of frank 
asthmatic attacks in many cases. Bronchitic symptoms may 
appear and persist for several days and a mild wheezing 
period may follow. In other cases bronchitic signs are 
present for weeks after an undoubted attack of asthma. It 
is common for asthmatic children to run a sequence of 
events as follows: running nose or “colds”, cough following 
(also a “cold” to some parents), then wheezing, and then 
the dyspnea and distress of the fully developed asthmatic 
attack. 


Croup. 

Allergy may present as croup, especially in the lower 
age group of one to three years. The child may suddenly 
become very ill, with a temperature! of 100° F. Stridor 
and dyspnea and sometimes cyanosis are present. 

Isolated attacks are difficult to diagnose, but the recur- 
rent attacks of croup and the milder ‘“croupy cough”, 
which, after a year or two, are replaced by allergic 
bronchitis and asthma, are easier to recognize. Most cases, 
admittedly, are diagnosed in retrospect. 


Asthma. 
Asthma needs no description, but pitfalls in diagnosis do 
occur—namely, foreign body in air passages, bronchiec- 
tasis and chronic infective bronchitis. 


Pneumonic Infiltration. 


Allergic pneumonic infiltration may be acute, subacute 
or chronic. 

The acute type is seen in a young child, usually aged 
under three years, who becomes suddenly acutely ill with 
“pneumonia”. The temperature is high, dyspnea and some 
cough are present; the ale nase are working and the child 
looks acutely ill. With or without treatment the child 
is better in a matter of twenty-four hours or so. Many 
of these children are dramatically cured of “pneumonia” 
by penicillin or sulphonamide drugs in less than the time 
required for full therapeutic concentration to be attained. 
These are the patients who used to confound us by 
recovering so quickly in the days before sulphonamide 
drugs were in use. 

Many of these patients have an associated atelectasis, 
which indeed may be the cause of all the symptoms. The 
outlook is not always favourable; sudden death does occur. 

Subacute or chronic pulmonary infiltration is rarer. 
This is Lé6ffier’s syndrome. Confusion with primary 
tuberculous infection occurs, with secondary tuberculous 
infection and with unresolved pneumonia. The course is 
prolonged and treatment difficult. 


GASTRO-INTESTINAL ALLERGY. 

Gastro-intestinal allergy appears to manifest itself with 
the following symptoms and signs, either singly or in 
combination. 

Anorexia. 

All practitioners know that the child suffering from an 
asthmatic attack will not eat. This is not always explained 
by the severity of the asthma, during which the child 
must reserve all its energies to maintain the position in 
which greatest ease is experienced. All practitioners know 
that anorexia of variable degree persists through the 
recovery stage (when respiratory distress is no longer 
present), and that sometimes this anorexia will remain 
until the next attack. Some practitioners know that a 
prodromal symptom of an impending bout of asthma is 
a distaste for food with impairment of the appetite. 

Anorexia likewise can be the sole symptom of allergy, 
and it is not until a close search is made that manifesta- 
tions of allergy are found—for example, rhinopathy or mild 
transient urticaria. 








Admittedly, the majority of allergic children are super- 
sensitive and come from families in which one or both 
parents place great emphasis and undue importance on 
every mouthful of food or drink taken. 

The reaction to breast milk or some form of cow’s milk 
by certain infants and the disappearance of symptoms on 
modification of the mother’s diet or a change to goat’s 
milk are well known. Minor degrees of this reaction are, 
I believe, common, and are continued into later childhood 
in the form of anorexia. 


Buccal CEdema. 

Swelling of the lips and tongue after ingestion of a 
certain material is a well recognized form of contact 
allergy and needs no further comment except that a similar 
reaction may occur in all parts of the alimentary tract. 


Colic and Abdominal Pain. 

Colic and abdominal pain are often mentioned. In many 
cases the cause is purely muscular and thé condition results 
from the respiratory distress in attacks of asthma. In 
many other cases the pain (or colic in the younger infants) 
is a premonitory sign of an asthmatic attack or of the 
appearance of urticaria or diarrhea. In some cases the 
pain or discomfort is regularly recurring and regularly 
localized in a particular area, the commonest areas being 
the umbilical area and the right iliac fossa. 








TABLE I. 
Time of Onset of Number of 
Symptoms. Cases. 
Birth .. 6 
First week 2 
Second week .. 0 
Third week 1 
Fourth week . 1 
Fifth week 0 
Sixth week - : A 
Seventh week .. 0 
Eighth week 3 
Twelfth week 5 





These children have been regarded as suffering from a 
variety of complaints, the commonest being worm infesta- 
tion, recurrent appendicitis and pyelitis. The continuance 
of symptoms after adequate medical or surgical treatment 
is proof of wrong diagnosis, and the amelioration of 
symptoms by antihistamine medication or modification of 
diet or habits strongly supports the theory of an allergic 
etiology. 

In some cases fever, muscular. guarding on the right 
side of the abdomen, anorexia and occasionally vomiting 
are present. It must be a brave clinician who would 
withhold operation in such cases. The distinction between 
appendicitis and some cases of intestinal allergy is so fine 
that it is better for the child to lose the appendix than 
for the clinician to risk an error in diagnosis and lose 
the patient. 

If one is lucky, the appearance of colicky abdominal 
pain may be associated with the appearance of urticaria. 
Sometimes the pain is associated with purpura and 
perhaps blood mixed with the stool, and the diagnosis of 
Henoch’s purpura is made. The complication of intus- 
susception in this latter syndrome is recognized, and the 
possibility that uncomplicated intussusception in infants 
may be due to a similar etiological factor gives food for 
thought. 


Vomiting. 

Babies who vomit immediately and violently on contact 
with an allergen (for example, milk, human or cow’s) 
are rare but well recognized. For these a complete 
substitute is made available as a matter of urgency. 

Less severe degrees also occur. Some at least of these 
children have a Sensitivity to their food, and a complete 
change to goat’s milk or to some different type may give 
a perfect result. Milk is not only the cause; orange, cod- 
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liver oil emulsion, “Farex”, oatmeal and egg are other 
common causes. Study of the series under review reveals 
that 25% (60) of these children have had such a history 
in their first year of life, and that their asthmatic and 
other symptoms appeared later. 

The cyclical type of vomiting has been encountered in 
the group over two years of age in 23 cases or 9:°5% ot 
the whole. 


Diarrhcea. : 

Diarrhea is a relatively common manifestation of gastro- 
intestinal allergy. 

The onset in many cases dates from the addition of 
certain items to the diet—for instance, when a cow’s 
milk product is substituted for breast milk, or when 
“Farex’”’ or potato is added. 

The diarrhea is characterized by the frequent passage 
of soft stools, which may be of normal colour, and in 
which frequently mucus 
is found. Sometimes 
there is blood either 
in small or large 
amounts. 

I have seen patients 
who have had recurrent 
attacks of diarrhea for 
many years. Examina- 
tion of their stools has 
revealed no_ definite 
pathogen and other in- 
vestigations have given 
negative findings. Their 
symptoms have _ been 


relieved by omission of ‘7 
some food or foods 
from the diet or by the 
exhibition of anti-hista- 
mine drugs. 3o 


Examination of mucus 
in the stools of these 
patients will sometimes 
reveal the presence of 
eosinophile cells. 

In general, gastro- 
intestinal allergy is 
characterized by an 
intermittent repetition 
of the same type of 
symptoms, whether pain, 
vomiting, diarrhea, in- 
testinal hemorrhage or 
a combination of these 
symptoms. 

Infections or organic 
disorders are not dis- 
covered. Skin tests are 
of no help. Only treatment with anti-histamine drugs 
and elimination diets are of value. 


Cow’s milk appears to be the commonest offender in 
children. 


NuMBER OF CASES. 
n 
o 


s 








serfs a2 3Ze Ss 78oou ne yes. 
Figure I. 
Age at first attendance. 


ALLERGY OF THE SKIN ET CETERA. 
Allergy of the skin, urinary system, nervous system and 


conjunctiva is simply mentioned. The first is common and 
the remainder are very uncommon indeed. 


RESULTS. 

Two hundred and forty-three patients presented, of whom 
three were regarded as non-allergic. Of the 240 allergic 
patients 150 were males and 90 were females, a ratio of 
5:3. This supports the usual findings of approximately 
twice as many males as females. 

At the date of their first examination 115 patients 
suffered from a single allergic manifestation, while the 
remaining 127 had a combination of two or more different 
manifestations—for example, asthma and_ bronchitis, 
asthma with rhinopathy and urticaria or eczema. 

Examination of the sex distribution further shows that 
of the total of 163 patients suffering from asthma 104 








were males and 58 females in a proportion of approximately 
2x2. Of those suffering from allergic bronchitis, 19 were 
males and nine females—a proportion of approximately 
Riek: _These figures suggest that respiratory allergy is 
approximately twice as common among males as among 
females in the lower age group. 

In contradistinction to this, hay fever, rhinopathy and 
urticaria, where they occurred alone, were found in the 
proportion of one male to one female in this series. 


Age at First Visit to Clinic. 


Patients presented at ages ranging from four months 
to twelve years. 

Figure I indicates the number of patients presenting in 
each year of life. From this series, the group with the 
greatest incidence was the seven-year group. From a small 
number in the first year of life (six) there is a rapid 

rise to 24 in the second 
year. This rise corres- 

7o ponds with the increased 
severity of symptoms over 
the teething period. The 
fall after the third year is 
b probably due to the small 
total number of cases in 
the series; a rise to about 
40 in the fifth-year group 
‘ would have been expected. 
a After the seventh year 
the numbers decrease and 
tend to remain low. 


Jo Age at Onset of 
Symptoms. 

The graph in Figure II 
shows an entirely different 
30 type of curve from that in 
Figure I and appears more 
reliable and more signifi- 
cant. 

It is noteworthy that 
symptoms begin very early 
in life in childhood 
allergy. The steep fall in 
the curve with each year 
1 to a fairly steady level is 
impressive. 

The low figures in the 
higher age groups may be 
aise a _ modified by the fact that 
auesl 23 & SETHI IC “orks fower patients present at 
this period; but I con- 
sider that the graph is 
correct, and it is estimated 
that patients presenting at 
the age of twelve years have a history extending back 
for more than five years. Beyond five years memory 
plays tricks and statements of parents are unreliable. 

Symptoms appeared in the first year of life in no less 
than 64 patients, 47 patients in the second year had 
symptoms and 39 in the third year, a total of 150 patients, 
or 62:°5% of all patients had symptoms commencing within 
the first three years of life. 

Table I presents the dissected figures for those 19 cases 
in which the symptoms commenced within three months of 
birth. It is noteworthy that six mothers dated their 
infant’s symptoms from birth and ten from the first 
month. 


cf CASES. 


NUM BER 
wn 
3° 








FicureE II. 
Age at onset of symptoms. 


Family History of Allergy. 

One hundred and fifty-three subjects or 62% had a 
history of allergy in the immediate family, as follows: 
the paternal side of the family was affected in 49 cases 
and the maternal side in 65, both sides were affected in 
26 cases and a sibling was affected in 18—a total of 153 
cases; 81 subjects did not give a family history of allergy 
and six subjects were adopted children with unknown 
family history; the grand total was thus 240 cases. The 
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TABLE II. 
Age at Onset.* 
Family History of 0-1 1-2 2-3 3-4 4-5 5-6 6-7 7-8 8-9 9-10 | 10-11 | 11-12 os r Un- | Total. 
Allergy. Year. | Years. | Years. | Years. | Years. | Years. | Years. | Years. | Years. | Years. | Years. | Years. | Years. | known. 

On paternal side .. ses 9 15 7 6 5 3 oes — 1 1 1 _ — 1 49 
m maternal side .. ae R= 10 15 10 2 2 1 1 1 — — — 2 — 65 

On both sides <— ‘e 5 3 6 4 4 1 _ 1 1 Z — ao —_ _ 26 
In a sibling Peas’ 5 1 1 1 3 1 1 1 = _— _ — _ 18 
No Fo cong of 21 19 9 6 9 2 5 3 3 1 1 —_ 2 — 81 
@Wnknown ; AF vee adopted. 1 1 1 — 1 —_ 1 _ — _ — oo 1 —_ 6 
Total 7 vs 63 49 39 27 23 9 6 6 3 2 0 4 Z 240 









































1 Of children with symptoms at birth (six), one gave a paternal family history of allergy and two a maternal history, and three gave no family history of 


allergy. 


most distant relationships were first cousin or great- 
grandparent. The family history of allergy covers only 
major allergies and well-remembered events. The less 
well recognized forms, such as skin conditions and 
abdominal upsets, were never mentioned by parents. 
Indeed, many mothers regarded them as of no significance. 


In the “negative” cases, no less than 21 subjects gave 
a history of chronic unidentified respiratory troubles in 
parents or other members of the family. If fuller investiga- 
tion had been made, some of these would probably have 
shown evidence of allergy. 

Table II indicates that the relationship to a person 
suffering from allergy in the family does not significantly 
influence the age at which symptoms arise. The series is 
too small for dogmatism on this point. 





veer W. 














Ficure III. 
Map-diagram, Sydney; each dot represents one case. 


Domiciliary Distribution of Cases. 
From the central city area 11 patients presented and 
from the country areas of New South Wales 14 patients. 
The remainder, 218, came from the suburbs of Sydney. 


The small number from the country areas is not 
indicative of a small percentage of cases of allergy in the 
country, but rather of the rarity of visits to the Royal 
Alexandra Hospital for Children for investigation and 
treatment of allergic diseases. If visits are made to the 
city, the majority of patients seek private treatment. Most 
of the country patients were brought to the hospital whilst 
the family was on holidays in Sydney. 


Fifteen cases from the suburbs north of the harbour, 
in all probability, represent a fraction of the cases from 





this area. The general standard of living in this area 
is higher than in the other areas, and many patients seek 
private treatment. However, it is my experience that 
patients removing from a seaside area (eastern) to the 
northern suburbs show a considerable improvement The 
higher and drier climatic conditions appear to be beneficial 
in a considerable number of cases. It is worthy of note 
that the numbers of children from the northern suburbs 
attending the out-patient department with general com- 
plaints is small, compared with the number from the other 
areas. 

The map diagram (Figure III) indicates the huge 
preponderance of cases in the suburban areas south of the 
harbour and Parramatta River. Of course, this is the most 
densely settled area of Sydney, and includes the oldest 
dwellings and the slum areas. 


History of Previous Illnesses. 


A study of the illnesses or disabilities from which these 
children had suffered yielded interesting information 
(see Table III). The most impressive fact was the 
frequency with which “frequent upper respiratory tract 
infection” or “colds” was reported. No less than 143 or 
59-9% of the total of all patients had such a history. 








TABLE III. ' 
The History of Previous Illness Revealed. 
Number of 
Condition or Operative Procedure. Cases. 
Frequent upper respiratory tract — ee ot 143 
Bronchitis diagnosed once .. ; es we 106 137 
Bronchitis diagnosed two or more ‘times | oe es 31 
Pneumonia diagnosed once .. + - a 44 58 
Pneumonia diagnosed two or more times ee a 14 
Infantile eczema s< 5. : es oa 32 
Urticaria : S = ae os - she 59 
Enuresis ; ar - - 39 
Tonsillectomy and adenoidectomy — e4 os aa %§ }106 
Adenoidectomy only . i ats “s 8 
Other operations on the nose et cetera .. ae a 19 
Rheumatism .. as s se 3 
 angereaeer Se ate We ie .% msi 7 
_ stenosis ‘a - at oe 1 
Eryth roblastosis fotalis 3 








The Same applies to bronchitis. This means bronchitis 
severe enough for the patient to be confined to bed and a 
medical attendant to be summoned. One hundred and 
thirty-seven patients or 57% so suffered, and of these 31 
or 138% had had two or more separate attacks. 

The incidence of pneumonia, 24%, is also remarkably 
high, and leads one to suspect that some of these attacks 
were not true pneumonia, but some allergic pulmonary 
manifestation. 

Thirty-two patients had suffered from infantile eczema, 
and 59 had a history of urticaria at some time or other 
in the past. 

It is therefore to be remembered that recurrent 
respiratory infections (true infections or apparent) mean 
that an allergic setiology must be suspected. Similarly 
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infantile eczema and urticaria in an infant indicate that 
the development of further allergic episodes should be 
expected. 

Enuresis extending to after the third birthday was 
noted in 39 cases or 16%. This appears to be a high figure 
for the general section of out-patient attendances, though 
exact figures are unavailable. It is certain that some of 
these patients suffered from enuresis of an allergic type. 
Some of those who suffered from enuresis on first attending 
the clinic showed a considerable improvement or dis- 
appearance of this disability as their major allergic 
manifestation was relieved. 

A total of 106 or 44% of the total number had had 
operations such as tonsillectomy and adenoidectomy per- 
formed. The indication for operation in the majority of 
these children had been “repeated colds”. Only a small 
number had experienced relief from their symptoms after 
the operation, though more had experienced a general 
physical improvement associated with improvement of 
appetite. Some mothers were quite certain that the 
operation had made the symptoms worse, and in a few 
other cases asthma had appeared soon after the operation. 

It appears to me that tonsillectomy or adenoidectomy, or 
both, should be performed in children suffering from 
respiratory allergy or in those of allergic ancestry only 
when frank sepsis or obstruction is present. The risk 
of a failure to improve the condition and the risk of 
worsening the asthmatic attacks are great. 

Only 19 patients had had operations on the nose or 
sinuses, all simple proof-punctures with lavage. Infection 
of severe grade had not been discovered, since a second 











TABLE IV.? 
Number of 
Physical Sign or Deformity. Cases. 

Gross chest deformity .. a ry 25 
Rhonchus and/or rales . ee bic 51 
Nasal hharge .. 56 
Other nasal symptoms— —itching, sore- 135 

ness, Sockagn, 1 Hnability to breathe . 79 
Skin lesions : 

Infantile eczema a — i 4 

Papular urticaria : es 11 > 37 

Urticaria a6 oe or is 22 
No signs .. Bia a a os | 46 





1For nutritional state, see Tables VA and VB. 


antral lavage had been performed in only two instances. 
No parent could say definitely that the presence of antral 
infection had been found by this mancuvre. Definite 
reports that the antral lavage had revealed no infection 
were available in three instances. 

The evidence is against antral infection as a factor in 
this series of cases. 

Seven patients had had appendicectomy performed. This 
gives an incidence of 2-:9%, which is a very high pro- 
portion indeed and indicates the possibility of a relation 
between appendiceal symptoms and allergy. 


Physical Signs Discovered at First Visit. 

From notes made at the time of the first examination 
of each patient Table IV has been compiled. It is a 
summary of the commonest signs observed. 

1. Chest deformity of obvious degree was noted in 25 
cases or 10:-4%. Chest deformities noted were pigeon 
breast, funnel breast, Harrison’s sulcus and an increase in 
the antero-posterior diameter of the chest. If those 
suffering from asthma (163) and allergic bronchitis (28) 
are alone considered, the incidence of chest deformity 
rises to 13%—a significant total, which indicates that 
allergic pulmonary manifestations have an effect on the 
thoracic cage. This statement is supported by recent work 
in England on the etiology of Harrison’s sulcus (Nash 
and Wallis, 1948), which shows that asthma is a major 
cause. : 

2. On auscultation, the only significant departures from 
normal found were the presence of accompaniments to the 





breath sounds. Rhonchi and sometimes rales were heard 
in 51 cases or 21:2%. When it is realized that these 
children were examined in the intervals between exacer- 
bations, the figure quoted becomes respectably high. 

3. Nasal discharge was reported in 56 or 23:3%. This 
discharge was mostly clear and mucoid, occasionally 
mucopurulent and sometimes inspissated. Frank pus was 
never seen. In conjunction with nasal discharge, 79 
further patients complained of itching, soreness and 
blockage of the nose and of inability to breathe properly. 
In these cases examination revealed nothing characteristic. 
All types of nose were seen, from narrow pinched nostrils 
to wide flaring nares. Turbinates were sometimes large, 
sometimes so small as to be seen with difficulty. The 


TABLE VA. 
Estimation of Nutritional State. 























Equal to | Wi i 
Under | or Above | No Esti- 
Nutritional State. | Standard. | Standard. | mation. | Total. 

| | | 

| 
30 — | — | 30 
on a ‘good 64 — | _ 64 
Good é _ | 109 - 109 
Very good _ | 6 oe 6 
No mention — } —_ 31 31 
Total 4 8 86| | (1b | Ses. | 240 

TABLE VB. 

Asthma and | } 

Bronchitis | Urticaria | } 
Nutritional State. as Major as Major | All Other Total 

Allergic | Allergic | Types. 

Disorders. | Disorder. | | 

| 

| | | 
Poo ; 30 0 30 
Moderately ‘good 50 7 | 64 
Good : 86 2 | «wm | 109 
Very good ied 5 0 | 1 | 6 
No mention os 20 | 5 6 | 31 

| 

| 

Total = 191 | 24 25 240 








nose was sometimes dry and sometimes moist, and the 
colour varied from bluish pallor to pallor, to pinkness and 
occasionally to redness. From this one concludes that 
examination of an allergic individual’s nose may reveal a 
varied picture, and that the description of enlarged bluish 
turbinates, with pailor of the nasal mucous membranes 
which are bathed in mucus, is not essential. Indeed, at 
various examinations one sees all the above variations in 
the one individual. 

4. The skin lesions found require no comment. 

5. The nutritional state was variously described (see 
Tables Va and VB). 

6. Those subjects whose physical examination gave 
completely negative results numbered 46 or 19%. 


Nutritional State. 

Considering nutrition in further detail as in Table VA 
one sees that approximately half the patients examined 
had a poor or less than average nutritional state and half 
the patients an average or higher nutritional state. 
Respiratory allergy is responsible for the greatest 
impairment of nutrition, all the group classified as “poor” 
being in the asthma and allergic bronchitis groups. 

Impairment of nutrition and of development in asthmatic 
conditions is one of the great problems of treatment. 
Improvement in weight and nutritional state is also one of 
the most important factors in estimating improvement 
under treatment. 

Investigations. 

Skin tests were performed in 240 cases. One hundred 

and fourteen patients gave negative results, though 44 
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TABLE VI. 

Number || Number Number Number 
Allergen. of Allergen. of Allergen. of Allergen. of 

Cases. Cases. Cases. Cases. 
House dust ‘s - 32 Plantain ss ey 29 Green peas... ss 25 Oats 5 
Horse dander and hair 31 Couch grass .. ee 16 Orange .. bia + 16 Pork... 5 
Orris root ; Le 11 Rye grass os - 14 Wheat as <o 15 Keg white 5 
Hen feathers 7 Bent grass Ea 8 Tomato Ape ~~ 13 Cc a 4 
Kapok .. a be 6 ry grass . 6 Potato .. oe 3 11 Apple .. 4 
Cat hair ss 4 Wild oats 5 Chocolate 6 5 10 Salmon .. 4 
hair 4 Cocksfoot grass 4 Mixed beans .. as 7 Banana 2 
Sheep’s wool 4 ah 2 Barley .. eri ee 6 Fowl 2 
Cabbage x is 6 Milk... 1 
Mutton .. 1 



































of these had a mild reaction which could possibly have 
been regarded as significant. If a similar reaction should 
be obtained in a repeat test, then these doubtful reactions 
would be regarded as positive. No skin tests were 
performed in three cases, and in 126 cases positive results 
were obtained. Table V shows the number of positive 
results obtained from individual allergens. In the 
inhalant or epithelial group, house dust and horse dander 
gave the most frequent positive findings. Among the 
pollens, plantain was the greatest offender. 

The position in regard to foods is interesting. The 
high position of peas (25 positive results) and the low 
position of milk (one positive result) and egg white (five 
positive results) are at variance with the usual findings. 
It is interesting to note that elimination of peas from a 
diet has rarely been found to relieve symptoms, whereas 
the elimination of egg white, milk and most of the other 
common allergens has more often led to some benefit. 


Skin test results in respiratory allergy appears, in this 
series, to be significant if an inhalant or pollen produces 
a reaction. In respiratory allergy positive reactions to 
various foods have been recorded; yet elimination of these 
foods has not relieved asthmatic symptoms or prevented 
recurrences. It appears that, at most, foods are a minor 
adjuvant only in the trigger mechanism of respiratory 
allergy, even in small children. 

In some cases of respiratory allergy—for example, 
asthma in young infants and babies—relief has been given 
by modification of the diet or elimination of one or more 
foods; but the skin tests in these cases have given negative 
findings with foods.. 

Positive results to skin tests with foods are of more 
significance in skin allergy, especially urticaria. But it 
must be emphasized that a positive reaction does not 
definitely mean that a causal allergen has been discovered. 


In alimentary allergy skin tests appear to be of little 
value. 

X-Ray Examination. 

X-ray examination of the chest (72 cases) and sinuses 
(30 cases) was performed mainly to exclude concurrent 
disease. In the chest no abnormality was found in 32 
cases, chronic bronchitic changes were present in 24 cases, 
and bronchiectasis was suspected in eight cases (proved in 
one case, disproved in five cases, “doubtful” in two cases) ; 
congestion or consolidation, or both in combination were 
present in eight cases. The sinuses were clear in eight 
cases, and in 22 dulness or mucosal thickening was present. 


The high percentage of reports suggesting bronchiectasis 
is noteworthy. 

Pulmonary congestion and areas of consolidation were 
reported in a further eight cases. None of these patients 
suffered from pneumonia, but all were either in the 
convalescent phase after a severe bout of asthma or 
sufferers from a continuous cough. No patient was 
reported as _ tuberculous, and indeed no cases of 
tuberculosis were discovered in this series. 

X-ray examination of the chest in cases of respiratory 
allergy is mostly of value to exclude associated disease. 
Reports of “consolidation” and “unresolved pneumonia” 
must be noted with caution. Allergic pulmonary infiltration 
occurs and produces a similar X-ray shadow to the infective 
types of consolidation. The course of events and the 





clinical state of the patient prove which diagnosis is 
correct. 

The high percentage of patients with dulness or 
thickening of the mucosa of the nasal sinuses indicates 
that allergic thickening of the lining membrane is 
common. The fact that in so few cases pus is obtained 
on proof puncture supports this statement. 


Examination of Nasal Smears. 

Smears from the right and left nostrils were examined 
in 48 instances; in 19 the presence of eosinophile cells 
was detected. Usually smears were taken in the presence 
of nasal discharge. If smears were taken in the absence 
of frank rhinorrhea, they were unsatisfactory—either no 
material was obtained or there were too few cells to enable 
an estimate to be given. In approximately 40% of cases 
so investigated positive confirmatory evidence of allergy 
was obtained by this method. 


Eosinophilia. 


Leucocyte counts were carried out in 28 cases. Seventeen 
patients had a significant increase in absolute numbers of 


.eosinophile cells (500 per cubic millimetre being taken as 


the upper limit of normal). 


Other Methods of Investigation. 

Food diaries, elimination diets and trial diets were used 
in some few instances. The most useful information was 
gleaned from the diaries, but the numbers are too small 
for dissection. “Trial and error” methods—for example, 
changing of bedding or bedroom and the avoidance of 
certain play areas—were ordered in some cases and useful 
information was obtained. 


Psychological Aspects. 

No account of the investigation and study of allergic 
diseases would be complete without a discussion of the 
psychological factors. 

In this series, no estimate of the intelligence quotient 
was made, but the child’s nature was investigated with 
regard to undue nervousness or excitability, standard at 
school and any frank and obvious departure from the 
psychological norm. Positive answers were obtained from 
188 or 78:°3% of the whole number, which means that the 
great majority of patients in the series were equipped with 
an unstable or very reactive nervous system. 


Notes to the effect that obvious undue excitability, 
solicitousness and emotion were present were made in 30 
cases (125%) about the accompanying parents. This 
figure is on the low side, since notes on this aspect of the 
parents’ nature has not been made as a routine measure. 

Intelligence was nearly always estimated as above the 
normal average. Most children were successful at school 
and in the upper third of their class, in spite of frequent 
absences through their infirmity. Some children were of 
average intelligence, and a few—less than six—were below 
normal intelligence as judged by their progress in school 
or in attaining the mile-stones of life—namely, sitting up, 
standing, walking, talking. No child in this series was 
below normal to the extent of being classified as feeble- 
minded. 

No assessment of the emotional state of both parents was 
possible. Usually the child was accompanied by one parent 
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TABLE VII. 








| | 
| Treatment for Less | 
than Two Months 























| 
Treatment. Improved. Not Improved. | Cured. or Less than Total. 
| Three Visits. 
| 
Injections : | 
Inhalant fe +e ee re 10 14 — — 24 
Non-specific es oe os 3 6 — — 9 
ollen 5 2 -= — 7 
Treatment by surgery to tonsils or antra 1 4 —_ _— 5 
Avoidance of allergen giving aw 
positive reaction by skin test | 10 — 3 _ 13 
General medical treatment ae a 61 25 _ 96 182 
Total ne a ra = 90 51 3 96 240 
amy (not including 96 cases of | 
short duration) .. 62°5% 35°4% 2°1% | _ — 
Percentage (including 96 cases of short | | | 
duration : ; “| 37°5% | 21-25% 1:25% | 40-0% - 











only and in most cases the mother. From observation and 
conversation with the parent the impression has been 
gained that the great majority are over-anxious and with 
more than an average quota of emotion. It was obvious 
in many cases that the emotional state of the parent had 
communicated itself to the child, and that symptoms had 
been aggravated by emotional episodes on the part of the 
parents. One child’s asthmatic attacks were most frequently 
precipitated by the drinking bouts of the father. 

It was also thought that some small patients were in a 
highly excitable state perhaps for the following reason. 
In infancy there was a distaste for, a difficulty with or 
an allergy to one or more foods. The mother insisted 
that the child should eat what she thought was adequate 
(in many cases too much), and there was a resulting 
conflict. The mother became more and more anxious and 
the child more and more determined. The appearance of 
allergic manifestations seemed both to intensify the 
mother’s fear and to give the child a readily usable and 
unfailing weapon with which to gain its end. This vicious 
circle is seen only too often, and the supreme example is 
of a boy, aged ten years, of high intelligence, who can 
summon up an attack of asthma at will. These attacks last 
about ten minutes and finish as abruptly as they begin. 
The mother is terrified of them, and the boy gains his 
desire by ten minutes of asthma. These attacks had been 
seen by many practitioners, and frank asthma had been 
diagnosed. 


RESULTS OF TREATMENT. 

It is recognized that there are great difficulties in 
assessing the results of treatment in allergic diseases. 
Especially is this true where “improvement” is concerned. 

It is repeatedly found that mothers will note improve- 
ment on the commencement of treatment and after a 
change of treatment or régime. This improvement is short- 
lived in many cases and is regarded as being wishful 
thinking on the part of those mothers. 


For this reason, all children who attended for less than” 


two months or fewer than three visits are excluded from 
Table VII, which sets out the results of treatment. 


Criteria of improvement were as follows: (i) Cure 
means complete freedom from symptoms for a period of six 
times the usual time interval between attacks; for example, 
when monthly attacks have occurred, a free period for 
six months is regarded as a cure. When the symptoms are 
purely seasonal witli long free intervals, no assessment of 
cure has been made. (ii) Improvement covers the 
following points: (a) diminution in the number of attacks 
sustained over a period of at least three months; 
(b) diminution in the severity of attacks over a period of 
at least three months; (c) sustained gain in weight, in 
excess of the average rate for that particular age group; 
(d) certainty on the part of the mother over a period of 
six months, and this after frank questioning, that improve- 


ment has taken place. 





It is recognized that efforts to assess improvement in 
cases of allergy over a period of a year are unsure. This 
time is much too short. 

It is recognized that many children show spontaneous 
improvement with growth and age. But in this series, the 
time of observation is too short for this to be a major 
factor in causing improvement. 

Table VII indicates that, of the 144 children who were 
under observation for more than two months, 90 or 62:5% 
showed improvement. 

With regard to the 96 who attended once or twice and 
are classed as “unimproved”, if they were included, the 
overall improvement rate was still 37-5%. These figures 
indicate that considerable relief can be given to allergic 
children, though unfortunately not yet to all. 

The group with the highest percentage of improvement 
and the group with the only “cures”, was that in which a 
strong allergen was detected by skin tests and confirmed 
or indicated by the history, so that the allergen was avoided 
as completely as possible. 

Those other patients who gave a strongly positive result 
to skin tests with some allergen (also indicated in the 
history), but who could not avoid that allergen (for 
example, house dust), were treated by hyposensitization 
methods. Here the results were not so striking, but 
improvement in 18 of the 40 who had a series of injections 
must be regarded as Satisfactory. 

Those who were advised to have surgical treatment of 
tonsils, adenoids or antra numbered only five, and here one 
showed improvement and four did not. 

The group who had a scheme of conduct and living 
mapped out, aided by simple medication to suit each 
patient, showed an improvement rate of 70%. 


SUMMARY. 

1. A review of 240 cases of allergy in childhood has been 
made. 

2. A classification and a description of respiratory and 
abdominal allergy as it affects children have been briefly 
outlined. 

3. The sex distribution was in the proportion of five 
males to three females when all types of allergy were 
included, and two males to one female in respiratory 
allergy. 

4. The most significant finding in this study was the 
age of onset of symptoms. The graph shows a steeply 
falling incidence from the first year through childhood. 
The number of patients with symptoms dating from the 
first months of life is emphasized. The age at onset of 
symptoms is contrasted with the age at presentation for 
treatment. 

5. The occurrence of allergic symptoms in other members 
of the family has been investigated; and while the 
percentage of positive findings in family histories is low 
compared to some investigations, the results show the 
real significance of a full inquiry into the illnesses of 
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relatives. There was no relationship between a family 
history of allergy and an early appearance of symptoms. 

6. An attempt has been made to plot the regional 
distribution of cases. Apart from the great preponderance 
of cases south of the harbour and in the more closely 
populated areas, no Significant information has been 
obtained. 

7. The importance of an adequate history is stressed. 

8. The results of physical examination and special tests 
are evaluated. 

9. The results of treatment, after the exclusion of 96 
patients who attended for less than two months or fewer 
than three visits, showed an improvement in 62:-5% of 
cases, 

CoNCLUSIONS. 

Allergy is an extremely common disorder affecting 
children. The skin and the respiratory and alimentary 
systems are most commonly affected, but other organs may 
be involved. 

The diagnosis of allergy in children is not always easy, 
since there are many vague symptom complexes which 
can simulate other common diseases. This is especially 
so in the respiratory and alimentary systems. Chronicity 
and a tendency to recurrence are the chief indicators of 
an allergic basis of a disorder, aided by the family history, 
the type of child and a full physical examination. 

Eosinophilia found in blood or secretions may be a 
useful diagnostic pointer. 

Treatment of each subject individually and according 
to indications will give a great degree of relief to the 
majority of these patients, and some will be cured. 

The misery, unhappiness and worry in households 
containing a child suffering from an allergic disease are 
so severe that any amelioration, no matter how small, must 
be worth while. 

Asthmatic attacks in young children cause such a sudden 
and pronounced loss of weight and such alteration of the 
psyche that the prevention of even one attack must be 
accounted a solid gain. 
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SOME THOUGHTS ON CANADA AND MENTAL 
HEALTE PROBLEMS. 





By Joun Hounrer, M.B., B.S. (Sydney), 
Research Fellow, Montreal Neurological Clinic, 
Canada. 





Tue problem of mental health and the treatment of 
mental disease has too long been accepted as one that 
exists, rather than one whica throws down a challenge 
for betterment. 

No system of treatment or of prevention, however 
archaic, can be condemned if its results are comparable 
with those of modern times. In industry, new methods, 
however radical or expensive, are ceaselessly adopted. 
Many are undertaken on a chance basis rather than upon 
a consideration of fact, to increase production or to 
decrease labour. This is called “progress”, whilst a more 
fundamental aspect of society—mental health—fades 
further from the minds of all save a few who realize 
its importance. 

It is of interest to note what steps the Federal Govern- 
ment of Canada is taking towards a solution of this 


significant problem, which in all countries must be faced . 


in the light of modern knowledge. 
In Canada, in December, 1945, there were 52,246 patients 


under care in mental hospitals. In the Province of Quebec 





alone, which in the same year had a population of 
3,561,000, there were 14,219 resident patients in some eight 
mental institutions. Of this group 2086 were on their 
first admissions and 476 were on readmissions to six of 
the above hospitals. The number of medical personnel 
in these same hospitals totalled 52, making an average of 
266-9 patients per doctor; on the nursing side there were 
75 patients te each graduate nurse and 13-9 patients to 
each other nurse and attendant. 

Today in Canada there are 60,000 mental patients in 
43 mental institutions, varying-in capacity from 300 to 
6000 patients, whose maintenance now exceeds a cost of 
$26,000,000 per annum—twice the figure for the year 1930. 

Despite all this there is a shortage of some 26,800 mental 
hospital beds in the Dominion. 

It has been estimated that in Canada mental and nervous 
diseases account for more illness than cancer, poliomyelitis 
and tuberculosis combined, whilst the number of patients 
in mental hospitals equals the number in all hospitals 
from all other causes except tuberculosis. 

In recent years there has been some improvement in 
this situation; in the five years following 1930 the number 
of patients had increased by 26%; during the next five- 
year period the rate of increase was only 11%; while 
from 1941 to 1946 it fell to 9%. 

In 1947, 9750 persons entered mental hospitals for the 
first time and 3325 were readmitted; in the same year 
8750 patients were discharged. Of these, many had 
recovered completely in a few weeks and more than half 
had spent less than eight months in hospital; eight out 
of ten were listed as recovered or improved, and only one 
out of every four was likely to require further hospital 
care. 

Statistics have shown that one person in every ten 
suffers from some form of serious emotional disturbance 
in his lifetime, and that one person in every twenty has 
been in a mental hospital or received psychiatric care. 

To keep abreast of this advancing tide of mental illness— 
no doubt a reflection of the unsettling and bewildering 
trends of our times—the provincial governments in Canada 
have striven valiantly. To strengthen their endeavours 
the Federal Government has now instituted two major 
measures of financial assistance. 

In the year 1949 the Province of Quebec is to receive, 
out of the mental health grant for expanding present 
services and creating new programmes, $1,140,000, which 
will rise by stages to nearly $2,000,000 per annum, whilst 
from the hospital construction grant $14,000,000 is to be 
distributed among the nine Provinces at the rate of $1500 
for each bed added. Already an amount of $2,400,000 in 
Federal grants has been approved to assist in hospital 
construction in Quebec totalling 2400 new beds, while 
projects totalling 3000 beds are now under consideration. 

Included in these plans is the forthcoming Federal grant 
to this Province of $1,000,000 or more to assist in the 
building of a new hospital at Saint Jean de Dieu for 
mentally deficient children. This new institution is to be 
called the Mont Providence Hospital, and will provide 
care and instruction for 1000 or more mentally retarded 
children. With the modern provisions for segregation, 


“for occupational and recreational instruction and for. 


therapy it will be second to none on this continent. 

Today the subject of mental health is being freed from 
the obscurity of fear and ignorance and is becoming a 
topic of free discussion. The senseless and shameful 
notion that mental illness carried with it some social 
stigma is being removed from the minds of the Canadian 
public as efficaciously as has been the same concept of 
tuberculosis. 

While the mental hospital remains still as the focus 
of mental health care, the centre of gravity is slowly 
shifting towards the development of a system of mental 
health clinics. Each of these is planned to have a 
strategic location in every Province, and to be an integral 
part of psychiatric wards in general hospitals. Some of 
these clinics offer in-patient treatment, out-patient treat- 
ment and day wards. In the last-mentioned selected 


patients are permitted to return to their homes in the 
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evening after attending the clinic in the daytime. By 
reintroducing the patient into the environment of his 
home and its problems a small clinic is able to take care 
of a larger number of patients than would otherwise be 
possible. 

Despite this full-scale prevention and early treatment 
programme, much of the success of the mental health 
campaign must depend upon the effectiveness of the mental 
hospitals. To encourage this, the Federal Government has 
made various grants to improve these institutions and to 
provide facilities for medical treatment, neurosurgery, 
occupational and industrial therapy and recreation. At 
the present time there are 14 full-time and four part-time 
clinics in operation; projects for 14 more are under 
development. It is estimated that in all 130 such clinics 
are required. 

Whilst the lack of trained personnel and lay staff is as 
urgent in Canada as in many other countries, it is being 
effectively and rapidly corrected. 

Under Federal grants more psychiatrists and psycholo- 
gists, more mental health nurses, internes, psychiatric 
social workers, occupational therapists and other necessary 
staff are being trained and engaged across-the continent 
from coast to coast. 

The general practitioner, who is in a far better position 
than anyone else to be aware of family difficulties and 
to note the onset of emotional disturbances, is being 
encouraged to make use of extra training in psychiatry. 

If the neglect of research facilities has been a shackle 
on the progress of mental health in Canada, how true 
must this be for many other countries! This has been 
realized by the Canadian Government, which has made 
available substantial funds for the development of mental 
and neurological research under the $30,000,000 Federal 
health plan. 

To supplement these efforts there is being launched a 
great programme of education to develop. public under- 
standing and to stress the importance of a happy and 
wholesome family iife. 

By means of well-edited literature, by group lectures 
on pertinent subjects, and by the motion picture, the 
citizens of Canada are being made aware of the importance 
of mental health and of the cause of insidious develop- 
ment of mental disease. In this connexion the National 
Film Board, in conjunction with the Allan Memorial 
Institute of Psychiatry in Montreal, has recently produced 
two of a series of sound films entitled “The Feeling of 
Rejection” and “The Feeling of Hostility”. Such films 
are available in 35-millimetre and 16-millimetre copies 
for presentation at regular theatres, as well as being 
available as a supplement to treatment in psychiatric 
centres. 

It would seem that Australia can learn much from a 
sister country whose problems in mental health are as 
real and profound as hers. 

A common interest on the part of the public and the 
Government has brought about a true realization of the 
situation, whilst cooperation between this Government and 
the medical profession has enabled the mental hospital— 
not so long ago a prison with a century-old system of 
administration—to become as important and as modern 
as a medical centre. 

This policy is aimed to prevent rather than to cure, to 
cure rather than to confine, and to tolerate nothing that 
cripples or restrains the creative capacities of the 
individual. It is not satisfied merely to cure the sick or 
seek out those whose care has been neglected, but is 
intended to fight every causative agent of mental ill health 
and to build a healthy nation with a stable pattern of 
life. It is to be ever vigilant in discovering and curing 
each developing sickness of society—to bring about pre- 
ventive measures that will influence the life of every 
family irrespective of creed or social status. 

It is therefore with considerable interest that one will 
watch the efforts of a government whose policy in this 
regard has been summed up by the Minister of National 
Health and Welfare in the following words: “We are 
determined to match the magnitude of this problem by 


the magnitude of our efforts to solve it.” 





CHLOROMA. 





By E. Bearrix Durig, B.Sc., M.B., M.R.A.C.P., 
AND 
R. Lemsere, Ph.D., 
From the Kolling Institute, Royal North 
Shore Hospital, Sydney; 
AND H. R. Sear, M.B., F.F.R., F.R.A.C.P., 
Dip.Rad. (Sydney), 

Consulting Radiologist to the Royal Prince Alfred 
Hospital, Sydney, to the Royal Alexandra Hospital 
for Children, Sydney, and to the Royal North 
Shore Hospital, Sydney. 





CHLoROMA is a rare and fatal disease, characterized by 
the presence of greenish tumours in the bones, especially 
the skull, and in the lymph nodes and viscera. It was 
described by Allen Burns of Baltimore (1823), but the 
name chloroma was first used by King (1923). The 
association of chloroma with leuchemia was established 
by Dock and Warthin (1904); it had been suggested by 
previous writers. Lehndorff (1910) reviewed 73 cases; 
Brannan (1926) collected 74 cases reported between the 
years 1910 and 1926, of which he was satisfied that 56 
were certainly chloroma. According to Kandel (19387), 
80 cases were described between the years 1926‘and 1936, 
though the diagnosis was verified in only 46 of these. 
Jones (1939) brought the total number of case reports 
up to 188. Atkinson (1939) collected the records of 130 
cases occurring in children. Since 1939 reports of 13 
further cases have appeared in journals available in 
Sydney (Morrison et alii, 1939; Caird, 1940; Kemp 
and Williams, 1941; Hartz and Van der Sar, 1942; 
McClone, 1942; Brakeley, 1942; Rachsen, 1944; Goodman 
and Iverson, 1946; Humble, 1946; Wade, 1947); in addition 
the “Quarterly Cumulative Index Medicus” lists papers 
from Cuban, Russian, Italian and other journals. Experi- 
mental chloroleuchemia has been induced in mice (Flory, 
et alii, 1946). 

The greenish tumours to which the disease. owes its 
name usually appear both under the periosteum and in 
the bone-marrow. Any bone may be involved, but the 
most frequent sites are the face and skull, more especially 
the orbit. Infiltration of soft tissues also occurs. Micro- 
scopically, the tumours are seen to be composed of large 
undifferentiated cells resembling myeloblasts; there is little 
intercellular stroma, no reticulin and only fair vascularity. 
The earlier writers divided their cases into lymphoid and 
myeloid types, but the consensus of opinion today is that 
in most cases the cells are myeloblastic. Brannan (1926) 
stated that in only the older cases and those not com: 
pletely investigated had the tumours been considered 
lymphoid; he further stated that the authors had regarded 
all large non-granular cells as lymphocytes, even in the 
presence in a few instances of a fair number of myelo- 
cytes. The earlier descriptions were probably based on 
the views of Maximov, who used the term “large lympho- 
cyte’ when describing the cells we now know as stem 
cells or hzemocytoblasts. Kandel (1937) states that the 
basis for classifying some of these tumours as lymphoid 
was always that the large mononuclear cells in the blood 
and tumours were called lymphocytes or lymphoblasts, 
and that the results of staining of the tissues for per- 
oxidase (if studied) were negative. But early myeloblasts 
do not react to the peroxidase stain, nor of course do 
hemocytoblasts. Kandel (1937) states that when careful 
studies are made with appropriate stain, the observations 
are specific; the tumours are either myeloblastomata or 
myelocytomata. The Oxford Lymph Node Registry Classi- 
fication lists the tumour of chloroma as myeloblastoma. 
Cells similar to those seen in the tumours usually appear 
in the blood at some stage. The disease may appear as 
the terminal phase of myeloid leuchemia. In fact, most 
modern authorities regard chloroma as a rare form of 
myeloid leuchemia, 

Much has been written of the resemblance of chloroma 
to malignant disease, but although the tumours have 
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TABLE I. 


Serial Blood Counts. 



































H lobin Value. 
are rear Erythrocytes Leucocytes Platelets 
Date. (per Cubic {per Cubic (per Cubic Reticulocytes 
Grammes per Millimetre). limetre). Millimetre). per Centum. 
Per Centum. Centum. 
1 
30. 8.45 . ; 70 10°5 8,540,000 7300 -- _ 
25. 9.45 . . 67 10-07 8,310,000 7100 — 2-0 
8.10.45 . ¥3 61 9-15 3,000,000 6300 210,000 a 
mie = i. ee a a 
18.10.45 . ; . 580, = <a 
20.10.45 | 3 58 9-0 | 8,110,000 6200 = 2-4 
25.10.45 . : 58 9-0 2,740,000 5000 SS os 
Sid oh eee ae : 3 
id. . es . J t | _ ons pee 
1. 2.46 | | 47 | 7-05 | 27530,000 | 7100 | peal ~ 
TABLE II. 
Differential Leucocyte Counts. 
{ Neutrophile Eosinophile 3asophile mmature 
| , | toe | | Immat 
Date. | Cells. Cells. | Cells. | Lymphocytes. Monocytes. | Band Forms. Cells. 
| 
30. 8.45... s% ‘ 29-°0% 0:5% 0°5% 68-0% 1-5% 0-5% —_ 
ae ta : 036 
13.10.45 31-5% 2-5% | 0-5% 595% 5-5% at 0-5% 
18,10.45 25°5% 1:0% 0°5% 66 0% 6-5% _ 0°5% 
20.10.45 84°5% 0°5% { 60-0% 3°5% _ 1:5% 
25.10.45 40-:0% 1:0% 0°5% 56 -0% 25% a3 — 
8.11.45 26°5% 4:0% — 64:0% 4°5% = 1:0% 
10.12.45 —_ _ — sped - _ _ 
1. 2.46 16-5% _— —= | 71-0% — _ — 





locally invasive properties the mode of dissemination does 


not resemble that of carcinoma or sarcoma. Dock and 
Warthin (1904) wrote as follows: 


Chloroma is a tumour-like hyperplasia of the parent 
cells of the leucocytes; primary in the red marrow, 
the periosteum being secondarily involved. The possi- 
bility of a primary chloroma in any part of the body 
in which white cells are formed must be considered. 


In their multiple origin the tumours of chloroma resemble 
those of multiple myeloma; there exist, too, certain 
similarities between the histology of the two diseases and 
their radiographic appearances. 

As might be expected from the pathology of chloroma, 
the clinical features are very varied. Roughly, there are 
two clinical types; first the so-called classical type, occur- 
ring in young children, usually males, in whom rapidly 
growing bony tumours, especially about the head and 
neck, are a prominent feature. The second type occurs 
in older patients, with progressive anemia and leuchemia. 
Chloroma has always been fatal; two “recoveries” are 
recorded in the literature (Washburn, 1930 a and 3D; 
Lecene, 1927), but in neither of these cases was the 
diagnosis fully substantiated. Radiologically none of the 
features seen in chloroma are diagnostic, since similar 
appearances may be produced by some other diseases. 


Like multiple myelomatosis, chloroma is an outstandingly 
painful malady. The child whose history is recorded 
below endured great misery for several months before 
his death. 


Report of a Case. 


The patient, a boy, aged fifteen months, was admitted to 
hospital with a history of a fall from his cot five months 
previously. He had fallen on his right leg and his mother 
had noticed that the lower part of the right thigh was 
swollen and painful. Radiographic examination at another 
hospital had shown elevation of the periosteum of the right 
femur, The radiologist had suggested a diagnosis of scurvy, 
but treatment with vitamin C had produced no improve- 
ment. Moreover, the child had been well fed and cared 
for by intelligent parents. In fact, his general condition 
had become worse; he had refused to eat, had lost weight 
and was restless and irritable. 

On his admission to hospital on August 29, 1945, swelling 
and thickening of the tissues over the lower third of the 
right femur were present, with tenderness on pressure. 








There were a few discrete, tender, enlarged lymph glands 


in the right inguinal region. No other significant sign was 
found on clinical examination; in particular no enlargement 
of the liver or the spleen was found. The report on an 
X-ray film taken on August 30 was as follows: “The appear- 
. ances of the lower third of the right femur suggest peri- 
ostitis with early osteomyelitis of the lower end of the 
shaft, possibly syphilitic.” The serum, however, did not 
react to the Wassermann or Eagle flocculation test. A 
Mantoux test elicited no reaction and the values of serum 
calcium, phosphorus and alkaline phosphatase were within 
normal limits. The urine contained no Bence-Jones proteose. 
Examination of the red cells showed diffuse polychromasia 
and occasional stippling. The findings on successive blood 
counts are shown in Tables I and II. 

Numerous radiological examinations of various parts of 
the skeleton were made; a full discussion of the X-ray 
findings appears later in this article. In the differential 
diagnosis the possibility of a blood dyscrasia was con- 
sidered, but no abnormal cells were found in the blood at 
this time. Eventually a tentative diagnosis of secondary 
neuroblastoma was made, and on October 31, 1945, the child 
left hospital. 

On November 4, 1945, he was readmitted with left otitis 
media; the condition cleared up under treatment in seven 
days. On December 7, 1945, the patient attended the out- 
patient department, when a slightly bluish discoloration 
around the nasal bridge was observed, extending into the 
left inner canthus. Both eyelids were thickened and 
cedematous, and both eyes prominent. The thickening of 
the distal ends of both femora was more pronounced and 
the ankles were similarly affected. On January 11, 1946, 
the child’s condition had become much worse; he had lost 
weight, the proptosis of both eyes had advanced, the masses 
in the femora and tibiz were more pronounced, and the 
lower ends of both humeri and radii were thickened. An 
enlarged liver could be palpated one inch below the costal 
margin. Radiological examination revealed extension of the 
lesions in both femora. During the last two months of his 
life the child was nursed at home; no further blood counts 
or other tests were made. Death occurred on March 19, 
1946. 


Autopsy Findings. 

The subject was a small, rather wasted male child, with 
bilateral proptosis, pronounced swelling of both orbits and 
a bluish-green tumour of the cranial vault. The ends of 
the long bones were enlarged. The lower limbs were 
swollen. Masses of enlarged glands were present in both 
groins. In the skin occasional small pale areas were 


present, varying from 0°5 to 1:0 centimetre in diameter 
and surrounded by zones of hyperemia. 
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Cranium.—Removal of the calvarium revealed bluish- 
green, subperiosteal swellings on the inner surfaces of the 
parietal, temporal and frontal bones. These tumours varied 
from bluish-green to lime-green in colour and were of a 
curious fleshy, elastic consistency, something like sponge- 
rubber. Beneath the roofs of the orbits there were thick 
masses of similar greenish, rubbery tissue. Macroscopic 
examination of the brain revealed no abnormality. The 
pituitary gland was not enlarged. 

Thorax.—There was a greenish tumour in one lobe of the 
normally developed thymus gland. In the ribs many bright 
green subperiosteal swellings were present. The lungs were 
voluminous and pale, with many small hemorrhagic areas. 
The heart was normal. The mediastinal glands were 
enlarged, pinkish and firm. 

Abdomen.—The liver was enlarged, weighing 660 grammes; 
the cut surface was uniformly red. The spleen was enlarged 
and firm, weighing 70 grammes; the cut surface was red 
and homogeneous; no Malpighian bodies could be distin- 
guished. There was no greenish discoloration of the intestine 
or mesenteric glands. The suprarenal glands appeared 
normal; the kidneys were pale, with a few petechial hzemor- 
rhages. Section of the inguinal tumours showed greenish, 
rubbery tissue. The right femur was removed; it was 
ensheathed by a mags of greenish tissue, into portion of 
which bony spicules had penetrated. On section the marrow 
was increased and consisted of greenish material. 

Blood Films.—Blood films made at autopsy showed an 
enormous increase in white cells, some of which were early 
myeloblasts. The majority were extremely primitive cells, 
probably best described as hemocytoblasts. 

Histology.—in sections of the tissue surrounding the right 
femur were seen loosely packed tumour cells, having large 
pale vesicular nuclei and one or more nucleoli, and 
resembling ‘“‘stem’’ cells or hzemocytoblasts. There was very 
little intercellular stroma, but a few elongated spindle-shaped 
cells were present and in places there was a roughly 
trabecular arrangement. Vascularity was poor and there was 
extensive necrosis. The tumours elsewhere had a similar 
structure. No peroxidase reaction could be demonstrated in 
frozen sections; but the cells, both in blood films made post 
mortem and in sections, were extremely primitive—possibly 
too primitive to react to the oxidase test, as was suggested 
by Ashby and Smith (1933) in their report of a similar case. 


Discussion. 


The radiological changes in this child’s skeleton were 
extraordinarily unusual, if not unique; this explains the 
difficulty in diagnosis and the variations in the X-ray 
reports during the progress of the lesion. 

Prior to his admission to the Royal North Shore Hospital 
the child had been radiologically examined and the diag- 
nosis of scurvy made. After his admission to hospital the 
first X-ray report suggested osteomyelitis ot the lower end 
of the femur, possibly specific. A review of the skiagram 
shows that there is some irregular absorption of the lower 
part of the right femoral diaphysis, with periosteal new 
bone formation of an irregularly spiculated character. 
Above this area there is periosteal new bone formation 
which is slightly laminated. There are no changes in the 
trabeculation of the bone above this area. The second 
report (September 10, 1945) referred in addition to the 
presence of broad bands of osteosclerosis along the ends of 
the femoral diaphysis, and also along the lower ends of 
the radii and ulne and in the metacarpals and phalanges. 
It also emphasized the fact that the changes did not 
suggest scurvy, the original diagnosis made elsewhere. 

A later report on the skiagrams taken on October 5, 
1945, raised the possibility of neoplasm, which was thought 
to be secondary neuroblastoma. At this time the skiagram 
of the forearms showed slight periosteal changes along 
the shaft of the radii and ulne and very slight changes 
in the trabeculation of the bones; there were no changes 
along or in the shafts of the metacarpals and phalanges. 

The skiagrams of the skull were reported as of normal 
appearance on October 10, 1945, but a later review of the 
skiagrams shows some changes near the bregma, with a 
little widening of the coronal suture; these changes are, 
however, very slight. In the skiagrams of the chest taken 
the same day definite changes are present in the upper 
ends of both humeri—absorption, but no evidence of any 
spicule formation. 

From this short review of the radiological findings, the 
difficulties in diagnosis are at once apparent—the separa- 

















tion. of osteomyelitis, secondary neuroblastoma, and 


leuchemia with its variant chloroma. 

From a survey of the literature on chloroma it appears 
that there are no skeletal changes typical of chloroma; 
the bone manifestations vary greatly. In Washburn’s 
case (1930), if that is accepted as a case of chloroma, 
somewhat larger areas of transradiancy and absorption 
were present. In the case reported by T. A. Kemp and 
E. Rohan Williams (1941) no such areas of absorption 
can be seen, but there is thickening along the shaft of 
many of the long bones. In J. G. Humble’s case (1946), 
at the first X-ray examination in January, 1941, a mass 
was noted near the left femur which was reported as 
“extensive linear calcification in the soft tissues suggest- 
ing organising hematoma’; a later report four months 
afterwards, and just prior to death, showed that this 
mass had absorbed, and that there was “considerable 
roughening of the periosteum”. The pathological report 
on this area mentions that “on stripping the tumour from 
the bone delicate bony spicules could be seen extending 
from the bone into the tumour”; these were apparently 
so fine that they did not show in the skiagram. In a 
verified case of chloroma at the Royal Alexandra Hospital 
for Children, still different radiological changes in the 
pelvis and long bones were recorded; the changes were 
diffuse and identical with those seen at times in leuchemia 
—alteration in the trabeculation due to innumerable 
minute almost punctate areas of osteoporosis, which at 
one place had coalesced giving a larger area of absorption; 
there was slight elevation of the periosteum in some 
parts, though this was not a pronounced feature. The 
four examples of chloroma quoted all show different types 
of bone changes in the skiagrams. 

The bone changes in the case reported here are entirely 
different. The three main features to be noted are as 
follows: (i) the well-defined lesion, first in the lower part 
of the right femur, later in the lower part of the left 
femur, involving only part of the shaft, with pronounced 
vertical spiculation; (ii) the bilateral and symmetrical 
distribution, in the lower parts of both femoral diaphyses, 
and in the upper ends of both humeri where absorption 
was the main feature, and the changes in the radii and 
ulne, which were similar to the early changes seen in 
secondary neuroblastoma and in leuchemia; (iii) the 
bands of osteosclerosis at the ends of the diaphyses which 
moved away from the epiphyseal lines as growth went on 
—the bands which suggested that lead poisoning might 
be present. These bands of osteosclerosis present another 
difficulty in this case. Bands of osteosclerosis occur in 
lead poisoning, in bismuth poisoning, and in hypervita- 
minosis; in hypervitaminosis A there may be wide- 
spread involvement of the shafts of the long bones, 
especially in the clavicles, the femora and the tibiw, with 
periosteal new bone formation laid down parallel to the 
shaft. An analysis of a twenty-four-hour specimen of 
urine from this child showed no lead; an analysis of a 
piece of rib removed at autopsy was also carried out 
without demonstrating any increase in the lead content; 
but one cannot help regretting that the specimen of bone 
submitted for this examination was not taken from the 
end of a diaphysis that showed the dense band. 


The vertical spiculation is probably the most outstanding 
feature in this case. Vertical spiculation may be seen in 
the skull in some cases of secondary neuroblastoma, some- 
times to a considerable degree, but it is very rare in the 
long bones; in no case in the series of secondary neuro- 
blastoma at the Royal Alexandra Hospita) for Children 
has vertical spiculation been present in the long bones, 
and G. M. Wyatt and S. Farber (1941) state that “no 
instance of the commonly described spicule formation at 
right-angles to the shaft was found in this series” (in 
the 15 cases in which bone metastases were present). 

The difficulty in differentiating radiographically between 
leuchemia and secondary neuroblastoma has long been 
recognized, though one of us (H.R.S.) is of the opinion that 
in many cases a positive diagnosis can be made. Wyatt 
and Farber (1941) stress the importance of radiologically 
examining the hands and feet, because in leuchemia bone 
changes may be seen, whereas in secondary neuroblastoma 
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such changes are not seen below the wrists and ankles. 
In this child’s hands no changes could be detected in 
the bones. 


Examination of the Chloroma Pigment. 


When first examined at autopsy the tumours were bright 
green, the hue varying from bluish-green, almost turquoise, 
to lime-green. This colour, however, faded in a few 
hours to a dull yellowish gray-green. At first it could we 
restored, to a certain extent, by hydrogen peroxide, but 
in a day or so it had almost disappeared in formalin- 
preserved tissues. The report of one of us (R.L.) on 
the pigment was as follows: 


The tumour contains porphyrin as demonstrated by 
the red fluorescence under the mercury lamp. The 
amount of porphyrin is, however, too small to account 
for the green colour. After reduction with dithionite, 
particularly under coal gas, an absorption band at 
630myu was seen. This is characteristic either of chole- 
globin (an irreversible oxidation product of hemoglobin 
and intermediate of its transformation to bile pigment) 
or myeloperoxidase (the “verdoperoxidase” of Agner). 
Since no strong peroxidase activity of the tissue was 
found, the former is the more likely assumption. 
Attempts to isolate the green pigment from the tissue 
failed. 

The green pigment of chloroma was formerly assumed 
to be protoporphyrin IX, the iron-free prosthetic group 
of hemoglobin (Dustin and Thomas, 1938; Thomas, 1938). 
We have confirmed the porphyrin fluorescence of the 
tumour tissue. However, the amount of porphyrin corres- 
ponding to this fluorescence, the colour of the tumour, 
and the absorption spectrum observed after reduction with 
dithionite, do not support the assumption that the green 
colour is due to protoporphyrin. Roussy, Guérin and 
Guérin (1942) and Humble (1946), whose publications 
had not come into our hands at the time of our obser- 
vations, have also come to the conclusion that the main 
pigment is not a porphyrin. In Humble’s paper the 
earlier literature has been carefully reviewed. 

The absorption band at 630muz may be due either to 
choleglobin (Lemberg et alii, 1938, 1941), a product of 
oxidative breakdown of hemoglobin, or to myeloperoxidase 
(Agner, 1941), the peroxidase of leucocytes. These are 
probably related substances. In our case the former 
appears more likely, since no strong thermolabile per- 
oxidase activity was found in the very primitive cells. 
Humble suggests a close relationship of the pigment with 
choleglobin, although in his cases the tumour contained 
much peroxidase. 

Further research will be necessary to establish the 
nature of the pigment. Greater care ought to be taken 
to avoid secondary alterations of the unstable pigment. 
Both choleglobin and verdoperoxidase are transformed 
into hemochromes of porphyrin type by being heated in 
alkaline hydroxide solutions, particularly in the presence 
of dithionite (Lemberg and Foulkes, 1947). Whereas 
choleglobin has no Soret band, verdoperoxidase shows a 
moderately strong absorption band at 430myz (reduced 
with dithionite at 475myz), and one of the curves given by 
Humble indicates the presence of a band at about 460muz. 

The decision as to the identity of the pigment may give 
important clues for the explanation of the biochemical 
processes occurring in the tumour, and the protoporphyrin 
may be also formed by an abnormal hemoglobin cata- 
bolism. If on the other hand the pigment is myelo- 
peroxidase, leucocytes accumulating in the tumour may 
synthesize myeloperoxidase at an excessive rate, and some 
porphyrin may remain uncombined with iron. 


Comment. 

An interesting feature of this case-history is the length 
of the aleuchemic phase. Blood films made at autopsy 
were crowded with early myeloblasts and hemocytoblasts, 
so that although the disease was aleuchemic during the 
greater part of its course, myeloblastic leuchemia must 
have existed for some little time before death. The radio- 
logical chariges in the child’s skeleton were most unusual 
and present many baffling features. An explanation of 


these changes might help us to understand the cause of 
chloroma. 


Humble (1947) suggests that the essential 





feature of chloroma is the green pigment and not the 
cytology of the tumour, which is known to vary from case 
to case. If this is so, the emphasis changes from the 
study of abnormal cells to the study of the green pigment. 
“The problem of chloroma is thus one of cell metabolism 
and not of cell structure.” (Humble, 1947.) Certainly 
many careful and laborious studies of the clinical features 
and the histological appearances in chloroma have failed 
to point the way to a cure for this disease or to shed light 
on its cause or causes. It is, of course, almost certainly 
part of the greater problem of leuchemia. Perhaps as 
our knowledge of cell metabolism increases, someone will 
succeed in finding out why, in a few unhappy individuals, 
the cells of the reticulo-endothelial system should suffer 
this extraordinary change. 


Summary. 

The literature on chloroma is briefly reviewed and a 
case of chloroma is described, with discussions of some 
unusual radiological findings and of the nature of the 
green pigment. 
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Legends to Illustrations. 


Figure I: July 30, 1945. Skiagram taken before the patient’s 
admission to the Royal North Shore Hospital. There is a 
lesion of the lower third of the right femorai diaphysis with 
absorption and some irregular vertical spiculation in the lower 
part, and periosteal new bone formation, laminated in type, 
proximal to this, especially on the anterior aspect of the shaft. 
There is no obvious alteration in the bony trabeculation above 


this area. There are bands of osteosclerosis at the ends of 
the a. The ossific centres of the epiphyses appear 
normal. 


FicurE II: Skiagrams taken some five or six weeks later of 
the right femur, showing an advance in the ‘lesion with more 
pronounced vertical spiculation. There is now slight involve- 
ment of the upper end of the femur. The band of osteosclerosis 
at the lower end of the femoral diaphysis now appears to be 
further away from the epiphyseal line. 

FicureE III: After a further interval of six weeks. Skiagrams 
of the lower ends of both femora. The changes in the lower 
end of the right femur are somewhat more advanced; there is 
involvement of the left femur, though to a less degree. The 
bands of osteosclerosis are still further away from_ the 
epiphyseal lines; this is apparent also in the upper ends of 
the diaphyses of the tibia and fibula. 

FicguRE IV: Skiagram of the forearms and hands taken 
three weeks prior to the last skiagrams shown. It was at this 
date that the question of secondary neuroblastoma was raised 
radiographically. There is a_ periosteal reaction along the 
shafts of the radii and ulne. Note that there are no changes 
in the metacarpals and phalanges. 

FIGURE V: Photomicrograph showing portion of subcutaneous 
tumour. Fat spaces are present. The cells with large, pale, 
vesicular nuclei are typical of those found in the chloroma 
tumours in this case; however, their arrangement is more 
orderly and there is less necrosis in this subcutaneous tumour 
than in the subperiosteal tumours. (Magnification x 300.) 
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CGESOPHAGEAL ATRESIA WITH TRACHEO- 
CGESOPHAGEAL FISTULA: REPORT OF SIX 
CASES WITH TWO SUCCESSFUL GSO 
PHAGEAL ANASTOMOSES.' 


By Russett Howarp, M.D., F.R.C.S., F.R.A.C.S., 
Melbourne. 


Tue condition of congenital esophageal atresia, usually 
associated with tracheo-esophageal fistula, was first 
described by Durston in 1670. Its treatment, however, 
remained an unsolved problem until 1939, when the first 
surgical cure was obtained by Leven in a case in which 
he eventually constructed an antethoracic @sophagus. In 
1941 Haight achieved the first primary csophageal anas- 
tomosis, and since then an increasing number of similar 
successful operations has been reported. 

Embryological considerations provide us with the ex- 
planation of these anomalies. The trachea and cesophagus 
can first be distinguished during the second month of 
intrauterine life. They are developed from the same 
portion of the foregut, being differentiated from each 
other by the ingrowth of two lateral ridges of mesoderm 
which fuse to form a complete septum. Epithelial pro- 
liferation rapidly occurs, with obliteration of the cso- 
phageal lumen, and should recanalization be incomplete, 
esophageal atresia is produced. Imperfect separation of 
trachea from cesophagus results in tracheo-csophageal 
fistula. 

In 1929 Vogt classified the types of defect as follows: 
Type I—complete absence of the cesophagus; Type II— 





1Read at a meeting of the Melbourne Pediatric Society on 
September 14, 1949. 
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atresia with the upper and lower segments both ending 
blindly; Type III—atresia with tracheo-cesophageal fistula: 
(a) fistula between the upper segment and the trachea; 
(0) fistula between the lower segment and the trachea; 
(c) fistula betwveen both segments and the trachea. About 
90% of cases are of Type III (b). Holt, Haight and 
Hodges add a fourth type—tracheo-esophageal fistula with- 
out esophageal atresia. (See Figure I.) Figure II depicts 
the radiographic investigation of a case of Type III (b). 

Associated congenital defects are common and occur in 
those structures which are undergoing development at the 
Same period—the second month. Defective formation of 
the heart and great vessels is not uncommon, whilst 
anomalies of the limb buds, vertebre, uro-genital system 
and gastro-intestinal tract are not far behind in frequency. 
Imperforate anus is a notably frequent association. 

The etiology is unknown. The connexion with maternal 
hydramnios is well recognized and important. Ingalls and 
Prindall (1940) found hydramnios to be present in 25% 
of 107 cases. The same writers estimated that, in Boston, 
the anomaly occurred in 0:02% of live births. The sex 
incidence would appear to be equal. 

The clinical features are exactly those which would be 
expected from a study of the deformity. It may be sus- 
pected at or shortly after birth because of the excessive 
amount of saliva about the mouth. This may collect in 
the upper segment and overflow into the larynx, causing 
attacks of cyanosis and coughing. The infant regurgitates 
any food given, again often becoming cyanosed. When 
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FIGURE I. 
Varieties of anomaly in congenital wsophageal atresia. 
T = trachea; Ou upper cesophageal segment; OL 
lower cesophageal segment. 


the lower segment communicates with the trachea the 
abdomen tends to swell because of air-distension of the 
stomach. The lungs may show signs of collapse or pneu- 
monia’ owing to aspiration of food or saliva, on the one 
hand, and gastric contents on the other. 

Investigation is simple. In any suspected case, or in 
any case of hydramnios, a firm rubber catheter (number 8 
French) should be passed down the infant’s esophagus: 
if it is arrested at about 10 centimetres from the lips the 
diagnosis is practically established. Confirmation is obtained 
by the introduction of one cubic centimetre of lipiodol 
into the esophagus, followed by X-ray examination (barium 
should never be used because of the danger of irritation 
of the lungs if it is aspirated). The lower end of the 
upper segment is clearly outlined, or in the rare event of 
its communicating with the trachea, the oil is seen in the 
lungs. At the same time the stomach and intestine will 
be seen to contain air, should the lower segment have 
a fistulous tracheal connexion. The type of deformity is 
thus able to be established. Areas of pneumonia or 
collapse may be seen in the lungs, 

These patients must be treated in a hospital which is 
used to handling illness in young infants, and they need 
the full-time attention of one nurse. 

The condition is one of elective emergency. Pre-operatively 
treatment may have to be directed towards the correction 
of dehydration, pulmonary collapse and pneumonia. The 
child is placed in an oxygen cot with the head tilted 
slightly downwards; 20,000 units of penicillin are injected 
intramuscularly every three hours and 100 milligrammes 
of streptomycin every six hours. Fluids are administered 
intravenously if dehydration is present. The pharynx is 
aspirated as often as necessary to keep it clear of mucus 
and saliva. These measures largely control the spill-over 
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of saliva into the trachea, but cannot cope with aspiration 
of gastric contents. Therefore operation, although it may 
be deferred, cannot be deferred indefinitely. The patient 
may be ready for operation in a few hours, but must be 
operated on within forty-eight hours of admission to 
hospital if there is a tracheo-esophageal fistula involving 
the lower segment. 

Operation aims at a direct esophageal anastomosis after 
ablation of the tracheal fistula. The great majority of 
cases can be dealt with by this so-called “direct method”. 

There are varied opinions as to which is the best type 
of anesthesia. The majority of surgeons prefer general 
anesthesia. Cyclopropane is probably the best agent. In 
this series cyclopropane was administered by intratracheal 
tube and was supplemented by curare with controlled 
respiration. Local anesthesia may be used, but is open 
to the objection that the child may struggle at a delicate 
stage in the operation, and in any case positive pressure 
must be available should the pleura be perforated. 

The mediastinum may be approached extrapleurally or 





transpleurally, and from the right or left side. The extra- | 


pleural route is preferable, as it avoids the complication 
of a pleural cavity full of cwsophageal contents if the 
anastomosis breaks down. The approach from the right 
eliminates the hazard of the aortic arch. The child is 
placed on its left side with a folded towel beneath the 
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Ficure III. 


upper part of the thorax. The right arm is pulled well 
forward. A blood transfusion is running into the left arm. 
The incision is made between the spine and scapula, 
extending from the second to the sixth rib (see Figure III). 
Subjacent muscles are divided and the second to the sixth 
ribs are exposed (see Figure IV). About 1-5 to 2-0 centi- 
metres of the vertebral extremities of the second to the fifth 
ribs are removed subperiosteally and the intervening inter- 
costal bundles ligated and divided. The endothoracic 
fascia is divided and the pleura carefully elevated from 
the thoracic parietes. As the mediastinum is approached 
the sympathetic trunk is seen, followed by the arch of the 
azygos vein. This latter is divided between ligatures. The 
mediastinum can then be adequately exposed (see 
Figure V). 

The vagus nerve acts as a guide to the esophageal seg- 
ments, which must be isolated and mobilized. If the usual 
arrangement obtains, the lower end is severed where it 
enters the trachea and the tracheal opening is closed with 
a running suture of “0000” silk. The blind end of the 
upper segment is now incised and the two segments are 
anastomosed. Difficulty may be encountered in eliminating 
tension on the suture line. I have effected the anastomosis 
using two layers posteriorly and one anteriorly, the latter 
inserted over a number 8 French catheter, which is passed 
down from the-upper pouch after completion of the 
posterior mucosal layer. All sutures are of interrupted 








“0000” black silk. The wound is closed and a piece of 
rubber dam left down to the site of the anastomosis. 


A gastrostomy operation of the Stamm type is performed 
one or two days later under local anesthesia. 

In cases in which the esophageal ends cannot be brought 
into apposition, the “direct method” is inapplicable. Resort 
may then be had to the multiple stage “indirect method”. 
At the initial operation the wsophagus is divided from 
its tracheal communication, and if, as is usually the case, 
the lower end is concerned in the fistula, this end is 
ligated, oversewn and allowed to drop back. One to two 
days later a Stamm gastrostomy operation is performed 
and, after another short interval, the upper end of the 
esophagus is delivered on to the left side of the neck. 
The child continues to be fed by the gastrostomy until, 
at a more distant date, an antethoracic tube is constructed 
by one of the numerous techniques devised for the purpose. 
This is the so-called “indirect method” which was used 
extensively by Ladd (1944) and Ladd and Swenson (1947). 

As a variation of the antethoracic tube, Sweet (1948) 
has, in a child of two years, brought up the stomach 
through the left pleural cavity and anastomosed it with 
the csophagus in the neck after resection of part of the 
first rib and clavicle. 

Swenson (1947), in a case in which the upper pouch 
was long and the lower pouch absent, has, as a primary 
procedure, performed an csophago-gastrostomy operation 
through a left thoracic incision. The child survived. 
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Process T4. 
Ficure IV. 
Thoracic cage exposed in approach to posterior 
mediastinum. 


In Case VI of my series the “direct method” was found 
to be inapplicable owing to the presence of a gap of five 
centimetres between the two ends. At the primary opera- 
tion the lower segment was severed from its connexion 
with the carina, and three days later an wsophago-gastric 
anastomosis was performed at the level of the first thoracic 
vertebra in the right pleural cavity, after complete mobili- 
zation of the stomach through an abdominal incision. 
Although this child did not live, the anastomosis was 
viable and I feel the procedure is one worthy of further 
trial. 

The post-operative care is of great importance. The 
infant is transferred back to the oxygen cot and again 
nursed with its head down. Aspiration of mucus from the 
mouth and naso-pharynx continues. Cyanotic turns are 
treated by clearing of the air passages and administration 
of oxygen. Stimulants may be needed. The intravenous 
administration of fluids will be necessary until gastrostomy 
feedings are instituted; great care must be taken not to 
overhydrate the child. Subsequently normal food require- 
ments are administered through the gastrostomy opening 
by the continuous drip method. If the stomach is over- 
loaded, regurgitation into the esophagus may occur and 
perhaps aspiration of food into the larynx. At this stage 
the child is better nursed with the head slightly elevated. 
The drainage dam is removed on the fifth post-operative 
day. When it is reasonably certain that no fistula will 
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form—about the tenth day—penicillin and streptomycin 
therapy is discontinued and mouth feedings are started. 
The infant should be taking full nourishment by the normal 
route in a few days and the gastrostomy opening is allowed 
to close. 

The outlook in the case of congenital esophageal atresia 
is steadily improving. Swenson (1947, 1948) reported 
32 primary anastomoses with five deaths. This is the 
most satisfactory case series on record, but reference to 
Table I shows that other good results have been obtained. 
In addition there are contributions to the literature in 
which one or two successful cases are reported but without 
discussion of any case series (Daniel, 1944; Franklin, 1947; 
White and Birdsong, 1946). 

The long-term results are as yet unknown, but the 
prognosis would appear to be most hopeful. Swenson 
(1947) has found esophageal dilatation to be very rarely 
necessary. Holt, Haight and Hodges (1946) consider that 
some resultant stricture is usual, whilst Gross and Scott 
found it necessary to dilate one csophagus in which 
an oblique suture line had been effected for the purpose of 
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FIGURE V. 
Structures in posterior mediastinum. 


preventing stricture. There is general agreement, how- 
ver, that any stricture which may form is of the type 
which responds readily to conservative treatment. 


Report of Cases. 


Case 1—A male child, weighing six pounds, and aged 
twenty-four hours, was admitted to the Children’s Hospital, 
Melbourne, on April 16, 1948. There was a history of 
regurgitation of the first feed accompanied by a cyanotic 
attack and coughing. A catheter was unable to be passed 
into the stomach. X-ray examination after injection of 
lipiodol revealed a blind upper pouch ending at the level 
of the third thoracic vertebra; air was present in the 
stomach and intestines. 

Operation was performed four hours after the child’s 
admission to hospital, the right extrapleural approach being 
used. The deformity was of Vogt’s Type III (b), with very 
little separation of the segments. Anastomosis in two layers 
was performed under anesthesia with curare and cyclo- 
propane administered by intratracheal tube. 

Death occurred twenty-four hours later. Autopsy showed 
cor triloculare and collapse of the upper lobe of the left 
lung. The anastomosis appeared satisfactory. ; 

The heart condition was undoubtedly the main cause 
of death in this case. 

Case IIA female child, weighing six pounds fourteen 
ounces, was admitted to the Children’s Hospital, Melbourne, 
on June 15, 1948, having been flown from Tasmania. The 
history was of cyanotic attacks associated with feeds. The 
general condition was very poor, signs of sclerema and 
diffuse bronchopneumonia being present. The child was a 
mongol. X-ray examination revealed a blind upper seg- 
ment ending at the level of the third thoracic vertebra; no 
air was present in the stomach. 

Routine operation was commenced within a few hours. 
The lower end of the csophagus was unable to be found. 
The upper end was delivered onto the left side of the neck 
and a gastrostomy procedure was performed. 

The child survived for twenty-four hours. Autopsy 
revealed extensive bronchopneumonia. The ductus arteriosus 





was patent. The lower end of the cessophagus formed a 
blind pouch ending just above the diahragm—vVogt’s type II. 
Case III.—A female child, weighing five pounds five ounces, 
and aged thirty-six hours, was admitted to the Children’s 
Hospital, Melbourne, on June 15, 1948. The history was 
one of cyanosis with toxemia and hemoptysis. Rejection 
of a feed resulted in the attempted passage of a tube and 
subsequent X-ray examination. The child’s condition was 
very poor on her admission to hospital, with constant 
cyanosis and a rectal temperature of 104° F. X-ray examina- 
tion revealed a blind upper cesophageal segment ending at 
the level of the second thoracic vertebra, air being present 
in the stomach. The upper lobe of the right lung was 
opaque. Operation by the routine method was commenced 
about four hours after the child’s admission to hospital. 
The abnormality was found to be of Vogt’s Type III (b). 
and a two-layer anastomosis was performed. Death occurred 
in about eighteen hours. Autopsy revealed almost universal 
pneumonia. The anastomosis appeared satisfactory. 

Case IV.—A male child, weighing seven pounds, and aged 
twenty-four hours, was admitted to the Children’s Hospital, 
Melbourne, on August 10, 1949. The history was of 
regurgitation of feeds with cyanosis and coughing. A 
catheter was obstructed 12 centimetres from the lips. The 
child’s condition was good. X-ray examination revealed a 
































TABLE I. 
Primary Anastomosis. 
Year | Patients | Patients 
Reported. | Surgeon. | Living. | Dead. Total. 
| 

| ware iae 
1946 | Haight (1944) | 6 | 10 16 
1947 | Ladd and Swenson (1947) | 4 | 7 11 
1947 | Gross (Ladd and Swenson, | 

ee are + | 4 | 10 14 
1948 | Swenson (1947, 1948) .. | 27 | 5 32 
1949 | Lam (1945, 1946, 1949) .. So | 6 9 
1949 | Ashe and Seybold (1948) 5 | 3 8 
1949 | Bigger (1949) ars oe 12 





blind upper pouch ending at a level between the third and 
fourth thoracic vertebre; air was present in the stomach 
and intestines. 

Routine operation was commenced four hours after the 
child’s admission to hospital. A Vogt type III (b) deformity 
with little separation of the two segments was discovered. 
Anastomosis, with two suture layers posteriorly and one 
anteriorly, was performed. 

A gastrostomy procedure, under local anesthesia, was 
completed twenty-four hours later. During convalescence 
occasional cyanotic attacks occurred. The drain was removed 
on the: fifth day and was followed by the discharge of milk 
which had regurgitated from the stomach. The fistula 
responsible for this closed and the wound was firmly 
healed ten days later. Mouth feedings were then started 
and the gastrostomy opening was allowed to close. 

The child was discharged from hospital, well and gaining 
weight, on September 15. X-ray examination before his 
discharge revealed only slight narrowing of the csophagus 
(Figure VI). 

Case V.—A male child, weighing seven pounds one ounce, 
and aged three days, was admitted to the Children’s Hos- 
pital, Melbourne, on August 19, 1949. The mother had had 
hydramnios. A history was obtained of repeated regurgita- 
tion of feeds, but without cyanotic attacks. The child was 
in good condition, although jaundice was pronounced and 
some moist sounds were heard in the lungs. A catheter 
was unable to be passed into the stomach, and X-ray 
examination revealed a blind upper pouch ending at a 
level between the third and fourth thoracic vertebre; air 
was present in the stomach. 

Routine operation was commenced a few hours after the 
child’s admission to hospital. The deformity was of Vogt’s 
Type III(b), with very little separation of the segments. 
Anastomosis was performed by the use of two suture 
layers posteriorly and one anteriorly. A gastrostomy pro- 
cedure under local anesthesia was completed twenty-four 
hours later. 

Convalescence was uneventful. Mouth feedings were 
started on the twelfth day and the gastrostomy opening 
was allowed to close. The child was discharged from hos- 
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pital on September 15, well and gaining in weight. X-ray 
examination before his discharge revealed a slight delay 
in passage of lipiodol at the anastomosis and a narrowing 
of the wsophagus at this point (Figure VII). 

Case VI.—A female child, weighing six pounds six ounces, 
and aged twenty-three hours, was admitted to the Children’s 
Hospital, Melbourne, on August 24, 1949. The mother had 
had hydramnios. The baby had been noticed to be 
“mucousy” and had regurgitated feeds. A catheter was 
obstructed 10 centimetres from the lips. X-ray examination 
revealed an upper blind segment ending at the level of the 
first thoracic vertebra, air being present in the stomach. 
The child was in good condition. 

Routine operation was commenced about six hours after 
the child’s admission to hospital. The upper segment of 
the csophagus was small, high up and difficult to mobilize. 
The lower segment entered the carina. The gap between 
the two was five centimetres in extent. The lower end was 
detached from the carina, but was unable to be approxi- 
mated to the upper end despite extensive mobilization. It 
was oOversewn and allowed to drop back. The incision was 
closed. 

On August 27 the abdomen was opened and the stomach 
completely mobilized; it was left attached by its pyloric 
end, and its blood supply was to be carried on by the right 
gastric and right gastro-epiploic vessels, associated with 
the marginal arches. The cesophageal opening in the 
diaphragm was dilated with the fingers. The child was 
then rotated slightly into the full lateral position and the 
earlier thoracic incision was reopened. A further length 
of fifth rib was removed and the pleura was opened. The 
stomach was pulled up into the right pleural cavity through 
the enlarged «sophageal hiatus, and its fundus was 
anastomosed with the upper csophageal segment at the 
level of the first thoracic vertebra. The lower segment of 
the wsophagus was removed and its stump was infolded. 
A jejunostomy operation was performed and both incisions 
were closed. A drainage tube was left down to the 
anastomosis. 

The child stood this procedure well, despite the fact that 
she was seen at operation to have consolidation of the 
upper lobe of the right lung. 

Death occurred eighteen hours later, after a series of 
cyanotic attacks. Autopsy showed both lungs to be the 
seat of extensive pneumonia, and the left lung to be 
collapsed with air in the pleura. (The pleura was probably 
injured at the second operation during stripping of the 
lower part of the csophagus.) The anastomosis was 
satisfactory and the stomach was in good position along 
the right side of the mediastinum. 

All the patients had routine pre-operative and post- 
operative treatment along the lines indicated earlier in 
this paper. 

In this small series of six cases primary anastomosis 
was possible in four, of which two (Cases I and III) ended 
fatally. In Case III, a patient with gross pneumonic 
features was probably brought to operation too soon after 
admission to hospital; a delay of twenty-four hours in an 
attempt to control the pneumonia might have given the 
child a better chance. In Case I the patient had a lethal 
cardiac abnormality and therefore presented a hopeless 
proposition. 

Primary cesophageal anastomosis is undoubtedly the 
operation of choice in this condition; but I believe that 
the optimum treatment in the cases in which this anas- 
tomosis is not possible has yet to be worked out. The 
“indirect method”, with the ultimate construction of an 
antethoracic tube, is a poor solution. Such a child has 
a hazardous time before its operative life is completed, 
and, one cannot help thinking, an abnormal existence 
afterwards. 

Sweet has partly found the answer in the subsequent 
construction of an intrathoracic tube of stomach, but has 
not eliminated the multiple stages preceding this. 


The primary csophago-gastric anastomosis successfully 
hazarded by Swenson is surely a step in the right direc- 
tion; but this was done in a case in which a long upper 
segment was present, and in which, therefore, extensive 
mobilization of the stomach through a separate incision 
was not required. 

The procedure adopted in Case VI has much to recom- 
mend it, and although the mortality rate must be higher 
than that for primary anastomosis, it may easily compare 
favourably with that of the “indirect method” of treatment, 





using which Ladd (Ladd and Swenson, 1947) had 21 
deaths in 36 cases. 

Early diagnosis is probably the greatest single factor 
pee will help in reducing the mortality rate in all types 
of case. 


Summary. 

1. The condition of csophageal atresia with tracheo- 
esophageal fistula is reviewed. 

2. The excellent results of modern operative treatment 
are discussed. : 

3. Emphasis is placed on early diagnosis as the most 
important factor in reduction of the mortality rate. 

4. Six cases are reported, with four primary cesophageal 
anastomoses and two recoveries. 
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Reports of Cases. 





TREATMENT OF VOMITING OF PREGNANCY BY 
“CGESTROGENINE COMPOUND”. 





By G. Wuyte, 
Esk, Queensland. 





VomiTING of pregnancy, or as it is frequently called, 
“morning sickness”, is a distressing although not serious 
complaint. Hence I was pleased to note in November, 
1948, that a patient who had been suffering from this 
disorder ceased vomiting when “@strogenine Compound” 
was administered. Since then I have treated twelve 
patients with this preparation, and all except one have 
obtained relief. In three of these cases the vomiting 
recurred when the patients ceased taking the tablets, but 
stopped as soon as they were resumed. Five of these 12 
patients have now been confined, and there are no signs 
that this treatment has had any ill-effect on either mother 
or baby. : 

The following cases illustrate success and failure of this 
therapy. 

Clinical Records. 

Cask I.—The patient, aged twenty-nine years, was in her 
third pregnancy. The date of the last menstrual period was 
doubtful, but it was thought that she was six weeks 
pregnant when first examined in November, 1948. She 
complained of dry retching and vomiting, which were 
worst at breakfast-time but continued throughout the day. 
In her previous pregnancies similar trouble had occurred, 
and on these occasions Mistura Bismuthi Sedativa and 
effervescent glucose drinks had been tried without success. 
The patient stated that she had obtained most relief from 
dry ginger ale, but this did not eliminate the vomiting. 

On the first day of her taking “‘distrogenine Compound” 
the nausea and vomiting ceased. After she had finished 
the course (one tablet three times daily for eight days) 
the vomiting recurred, but in a milder form. It ceased 
when she began taking the tablets again and did not recur 
thereafter. 

The remainder of the pregnancy and the labour were 
free from complications. 

Case II.—The patient was a primipara, aged twenty-three 
years, whose last menstrual period had occurred on July, 
21, 1949. When she was first examined on September 12, 
she said that for the previous fortnight she had vomited 
everything she had eaten and had often vomited water as 
soon as it was swallowed. She was feeling very weak. 

“Cstrogenine Compound” (one tablet three times daily) 
was ineffective. On occasions the tablets were vomited as 
soon as they were taken. At her next visit (September 23) 
the dose was doubled. The vomiting continued in the 
mornings, but not after lunch and tea. On September 27 
the tablets were stopped and an effervescent glucose drink 
was prescribed. The vomiting became less and thereafter 
occurred only at irregular intervals. 


Composition of “CEstrogenine Compound”. 

According to its makers (Fawns and McAllan), 
“G@strogenine Compound” contains extracts of the thyreoid 
gland and the anterior lobe of the pituitary gland, “Neo- 
CEstrogenine” (dienestrol) and calcium phosphate. The 
dienestrol alone does not appear to be the ingredient 
which relieves morning sickness, because the vomiting 
ceased in only one of three cases in which this hormone 
was given. The other two patients were relieved by 
“Cistrogenine Compound”. 


Comment. 

Since relief was obtained by 11 of 12 patients treated by 
“@strogenine Compound”, it would appear that a disturbed 
balance of hormones in early pregnancy plays a part in 
the causation of “morning sickness”. 

This form of treatment has the advantages that it is not 
expensive and that admission to hospital is not required. 
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This series is a small one, and it is not established which 
components of “C@strogenine Compound” aid in relieving 
the disorder. Consequently there is need for further work 
on the subject. 


Summary. 

Twelve patients suffering from nausea and vomiting of 
pregnancy were treated with “Cstrogenine Compound”. 
The treatment was successful in 11 cases and there was one 
failure. 

No ill-effects were noticed in the remainder 
pregnancy, in the labour or in the infant. 
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ARTHROKATADYSIS OF THE HIP JOINT: 
REPORT OF A CASE. 





By Ricnarp Hopvexrnson, M.S., F.R.A.CS., 
Assistant Orthopedic Surgeon (Relieving), 
Sydney Hospital, Sydney. 





In 1834 Otto described a dried pelvis in which an unusual 
condition of the hip joint was present. Verrall (1929) 
called it arthrokatadysis, a descriptive word meaning 
subsidence of a joint; this has been adhered to by recent 
authors. There are numerous pseudonyms, the commonest 
of which is protrusio acetabuli. This is a- general term 
and is not specific. 

Pomeranz (1932) described 41 cases in a full review, 
three being his own. He listed the variety of causes in 
these cases and he did not consider the condition a disease 
entity, although the radiological and clinical picture was 
remarkably constant. It seems that only three further 
cases have been reported since Pomeranz’s account (Cary, 
1932; Gormley, 1946). 

In all these cases there was localized softening of the 
acetabulum. The head and neck of the femur remained 
intact and was swallowed by the deepening acetabulum. 
This thinned and stretched over the head. The thinned 
acetabulum might perforate or new bone might form, 
reinforcing it and producing a mass of appreciable size in 
the pelvis. The progress of the head ceased when the 
trochanter was arrested against the glenoid rim. New 
bone might form around the rim and accelerate this end. 

Pomeranz lists the factors which were considered to 
have produced this change in the cases he reported. 
Included in this list were localized infection due to the 
staphylococcus, to the tubercle bacillus or to the gonococcus. 
One case was reported which was due to hydatid disease; 
in this instance the femoral head was also involved. 


General diseases included syphilis, tabes, gout, secondary 


| 


carcinoma and non-specific arthritis. 


Clinical Record. 

Mrs. E.M. reported on December 2, 1948. She complained 
of pain in her left groin, which had been troubling her 
for the last twelve months. This pain was worse after 
she had been sitting for a time. She also had a cough 
and a little sputum. She had undergone oophorectomy in 
1928 and had had scarlet fever in the same year. She 
had one child, now aged twenty-five years. She had had 
no anesthetic at his birth and had needed a “repair” one 
year afterwards. There was no family history of 
tuberculosis. 

Examination showed the patient 
woman who looked to be in good health. She walked 
with very short steps. There was no evidence of a 
Trendelenburg dip. Both hips were restricted in movement 
in all directions; the left was stiffer than the right. The 
left hip had 15° of flexion deformity and very little 
rotation or abduction. The base line of Bryant’s triangle 
was a quarter of an inch shorter on the left side. The 
left leg was a quarter of an inch shorter than the right. 

Table I shows the range of movement of her hip joints 
in degrees. 

The X-ray examination of the pelvis revealed a bilateral 
protrusion of the acetabulum. There was absorption of the 
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articular cartilage of both hip joints, more pronounced on 
the left side. Small rounded areas of rarefaction were 
visible in both femoral heads. The outline of the left 
femoral head was round, the right head was slightly 
pear-shaped. There were 15° of coxa vara on the left side 
and the neck of the femur was relatively thinner and 
bowed. The acetabulum was deepened to enclose the whole 
femoral head on the right side and some of the neck as 
well on the left side. The floor of the acetabuulum was 
thinned and of homogeneous bone. There was some 
evidence of osteoarthritis of the sacro-iliac joints, but 
otherwise the pelvis appeared to be normal. The X-ray 
film of the patient’s chest showed no abnormality. 

A number of tests were performed. A blood examination 
gave the following information: the erythrocytes numbered 
4,280,000 per cubic millimetre, the hemoglobin value was 
84% (Sahli) or 14-5 grammes per centum, the colour index 
was 1-0 and examination of a blood film revealed no abnor- 
mality; the leucocytes numbered 4800 per cubic millimetre, 
54% being neutrophile cells, 36% lymphocytes, 8% mono- 
cytes and 2% eosinophile cells; no “shift” or toxic changes 
were apparent. The blood serum did not react to the 
Wassermann test. The complement deviation test for 
gonorrhoea gave a negative result. The blood sedimentation 
rate estimated by Westergren’s method was eight milli- 
metres’ fall in one hour. Examination of one specimen of 
sputum only revealed no acid-fast organisms; numerous 
pus cells were present. The serum calcium content was 11 
milligrammes per centum, the serum phosphorus content 
was 6:0 milligrammes per centum. The Casoni test for 
hydatid disease produced a weakly positive result. 

















TABLE I. 

Movement. = ng att 
Flexion 90° 85° 
Extension 10° - 15° 
Abduction 20° 5° 
Adduction 40° 20¢ 
Internal rotation 3e i 
External rotation 2° 0° 

Discussion. 


Further interrogation of the patient elicited that she 
had noticed difficulty in crossing her legs when she was 
eighteen years of age. She also noticed that she could not 
separate her legs easily at about the same time. There had 
been no increase in the degree of this disability of late 
years, but in the last twelve months she had noticed that 
the left hip had become painful. 

The only positive test result was a weak reaction to the 
Casoni test. Pomeranz reports a case due to hydatid 
disease; the femoral head was also involved in this case. 
It does seem possible that this patient may have a slowly 
developing bone lesion due to the echinococcus, which had 
seeded in the acetabulum when she was a child; but in 
this case the protrusion is bilateral, and this considerably 
increases the odds against hydatid disease. 

There seems to be no evidence of an infective process. 
There is no evidence of polyarthritis. 

It is possible that this condition is due to some abnor- 
mality of the ossification of the triradiate cartilages of 
the acetabula and that the recent symptoms are due to 
superimposed arthritic changes in an abnormal joint. 


Summary. 

1. This is the report of a case of arthrokatadysis of 
the hip joints in a woman aged forty-five years. It is 
preceded by a brief review of the literature. 

2. This case is believed to be due to faulty ossification 
of the triradiate cartilage of the acetabula with subsidence 


of the joints. 
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Reviews. 


THE BRITISH PHARMACEUTICAL CODEX, 1949. 











SponsorED by the Council of the Pharmaceutical Society of 
Great Britain, the first edition of the British Pharmaceutical 
Codex was published in 1907 as an “Imperial Dispensatory” 
for the use of medical practitioners and pharmacists and as 
such presented information on all drugs and medicines in 
common use throughout the British Empire.’ It included 
also the principal substances official in the pharmacopcias 
of France, Germany and the United States of America as 
well as those of the British Pharmacopeia. 

While later editions of the British Pharmaceutical Codex 
have maintained their value as works of reference for both 
physician and pharmacist, they place greater emphasis on 
the provision of standards for drugs and preparations not 
included in the British Pharmacopeia, and in fact have 
been generally accepted as providing legal standards for 
such extra-pharmacopeeial substances. 

In addition to the three main parts which, in the last 
edition (1934), were devoted respectively to general mono- 
graphs on chemicals and crude drugs, surgical dressings 
and formule, the present edition divorces antisera, vaccines 
and related drugs from the general monographs to form a 
separate part, and adds two new sections—one devoted to 
preparations of human blood, the other to standards for 
surgical ligatures and sutures. 

While nearly a gross of new drugs has been added to the 
“General Monographs” (Part I), the bulk of the volume 
remains approximately the same, this being effected by the 
relegation of a large number of older drugs to an appendix 
where, in abridged form, they are retained for reference. 

Many of the added drugs, which are familiar under older 
and often proprietary names, are presented by their new 
and officially approved titles. To encounter so many at 
once is a bewildering experience, even though it is tinged 
with a grudging approbation of the wisdom of attaching 
an appropriate, descriptive and “approved” title to each 
promising new drug. The practice, hitherto, of allowing 
a drug to masquerade indefinitely under a multiplicity of 
haphazardly coined aliases, has led to much unnecessary 
confusion. The difficulties involved in identifying these 
apparent strangers in our midst are, to a large extent, 
overcome by the inclusion of a separate pamphlet tabu- 
lating codex names against proprietary names, and vice 
versa. 

While many of the added drugs have become old friends 
by their earlier debut in the British Pharmacopeia, 1948, 
a significant proportion are candidates for inclusion in the 
next pharmacopeia. Among these, one would class such 
preparations as proteolysed liver, dried yeast and folic acid; 
aluminium hydroxide gel (hydrated and dried); atropine 
methonitrate (eumydrin), as a less toxic spasmolytic and 
mydriatic; dimercaprol (B.A.L.); cetrimide (C.T.A.B.), 
dibutyl-phthalate and dimethyl-phthalate as insect repel- 
lents; and dicophane (D.D.T.) as an insecticide and larvicide. 


A point of interest is the number of wetting agents, 
detergents and emulgents introduced—a reflex of the 
growing demand for emulsion cream _ bases, soapless 
detergents and barrier creams. Among these may be classed 
sulphonated castor oil, glyceryl monostearate (self- 
emulsifying), cetrimide—a cationic detergent and antiseptic, 
and solution of sulphestol—an anionic detergent and 
auxiliary emulgent. 

Much useful information is available in an excellent 
monograph on penicillin, but streptomycin, aureomycin and 
other antibiotics have not as yet found their way into the 





1“The British Pharmaceutical Codex’; published by direction 
of the Council of the Pharmaceutical Society of Great Britain; 
se ra a The Pharmaceutical Press. 84” x 54”, pp. 1598. 
rice: 8. 
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Codex. Other somewhat surprising omissions are repre- 
sentatives of the antihistamine group of drugs. 

In each monograph the actions and uses of the drug 
concerned are skilfully epitomized and practically presented, 
with brief toxicological data where indicated. References 
are given to British Pharmacopeia and Codex formule 
involving the drug. 

Part II, devoted to monographs on antisera, vaccines and 
related substances, has few additions apart from prepara- 
tions which have already appeared in the British Pharma- 
copeia, 1948, while Part III is an entirely new section 
devoted to preparations of human blood. In this are 
descriptive and informative monographs dealing with whole 
blood, concentrated red cells, liquid and dried plasma and 
serum, fibrinogen, fibrin foam and thrombin. 

In the formulary section (Part VI) many new prepara- 
tions have been added, a large number of which coincide 
with those appearing in the “National Formulary”, 1949, and 
are probably designed primarily for this work. Despite the 
retention in this voluminous section of many formule, so 
hoary with age that they have become museum pieces, it 
is freely leavened with a modernity that repays study. 

The printing, binding and general set-up of the Codex 
are, as usual, excellent, and the Pharmaceutical Society of 
jena Britain is to be congratulated on a noble work weli 

one 





DIET CHARTS. 





“Lewis’s Diet CuHarts” have been well known for many 
years and have been recently revised and brought up 
to date by V. H. Mottram.’ The set consists of twenty-five 
different one-page charts set out in a _ straightforward 
manner and ready for the physician to give to the patient, 
and in addition to the list of foods there is a set of general 
rules appended at the foot of each chart also. As these 
charts have to be used generally there will at times be 
some items which individual doctors prefer to eliminate or 
to include, but these modifications can easily be made with- 
out. detraction from the general value of the diets listed. 

Some of the special types of diets described include those 
for allergy, constipation, gravel, obesity, dyspepsia and 
sodium chloride elimination, to mention a few. While the 
chart upon obesity is obviously meant to bring about weight 
reduction, it is a pity that in the diet given for tuberculosis 
more emphasis is not made of the fact that the diet is aimed 
at building up the patient, and in this respect, too, the 
value of milk foods could have been stressed more. The 
only diet given for peptic ulcers is a convalescent one, but 
the foods listed therein are a good general guide for all 
ulcer sufferers. To have such charts ready at hand will be 
time-saving for all busy general practitioners and this 
series can be recommended to them, as well as the twelve- 
page booklet of notes on the charts which are self- 
explanatory. 





MODERN TRENDS IN PUBLIC HEALTH. 





FirtH in the present series of publications under the 
general editorship of Lord Horder is the symposium entitled 
“Modern Trends in Public Health’, edited by Arthur Massey.’ 
In it he has assembled a group of articles, twenty-three in 
all, by consulting physicians, general practitioners, public 
health officers and university teachers in the United 
Kingdom. The volume, the editor explains in his introduc- 
tion, does not claim to cover the whole range of public 
health. The chosen subjects, however, embrace a very 
wide field and include many of the topics that figure 
prominently at the present time. Each article is self- 
contained, but a common background is provided by the 
comprehensive health service which came into operation on 
July 5, 1948. As the subjects themselves do not compel a 
special sequence the chapters are arranged in alphabetical 
order of authors’ names. 

Public health throughout is treated as a social science; 
the emphasis is less on the influence of the external physical 
world than on the social and economic factors which affect 
man’s well-being. Nearly all the articles have a strong 
historical background, and the keynote throughout is 
advance towards a still healthier nation. 


_— H. K. Lewis and 





1“Notes to Lewis’s Diet Charts.” 
Company, Limited. 8” x 5”. Price 

2“Modern Trends in Public Health”, oattes by Arthur Massey, 
C.B.E., M.D., D.P.H., D.P.A.; 1949. London and Australia: 
Butterworth and Company (Publishers), Limited. 94” x 6%”, 
pp. 600. Price: 68s. 

















In a short comment such as this it is not possible to do 
more than refer very briefly to a few of the articles. 
Crew’s thesis on “Social Medicine as an Academic Discipline” 
should be read first. It strikes the key for the whole 
orchestra. “General Practice and its Contribution to Pre- 
ventive Medicine”, by Edwards, should be studied by every 
health official. “Chronic Rheumatism as a Public Health 
Problem”, although but a short article, directs attention to 
a subject which has received far too little attention in this 
country. “Vital Statistics—Modern Developments”, by 
Stocks, the Chief Medical Statistician of the British Ministry 
of Health, is refreshingly free from higher mathematics 
and should be digested by every medical practitioner, par- 
ticularly those sections dealing with the ascertainment of 
the facts and the recording of the facts. He is not 
impressed with the assumption that the substitution of 
diagnosis by new and impressive machinery for the older 
diagnosis by clinical observation and judgement will result 
in improved accuracy. The section on the “New Factor of 
Air Travel in Epidemiology” is of particular interest to us 
here. But all the articles are useful, although not all readers 
will find them all of equal interest. 

There are some curious omissions; one would hardly 
expect to find even a very short historica! account of the 
origin and development of infant welfare clinics without 
even a passing reference to the work of Sir Truby King. 
The index in a volume of this nature has an especial 
importance, so that it is not surprising that it occupies 
30 of the 581 pages; even so, reference to the role of 
rubella in pregnancy as a cause of congenital defects is 
omitted, although the subject itself is mentioned on page 123. 

There are 42 illustrations, but these are. restricted to 
eight of the articles. With the exception of some useful 
graphs and pro forme they add little to the value of the 
work. 

The volume is not a text-book; it is rather a very 
stimulating work of reference which can be confidently 
recommended for inclusion in every medical library. A 
useful feature is the comprehensive bibliography at the end 
of each article. 





ADIOGRAPHY IN SEARCH OF 
TUBERCULOSIS. 


PHOTO-R 


MINIATURE RADIOGRAPHY has come to take a very important 
place in case-finding programmes for the detection of pul- 
monary tuberculosis. “Photo-radiography in Search of 
Tuberculosis”, by Dr. David W. Zacks, shows how to 
organize and use mass X-ray surveys.’ 

This beautifully produced book can be divided into three 
parts. The first deals with organization, and the second 
with the X-ray field unit in action. The third section, nearly 
two-thirds of a book of 290 pages, is devoted to excellently 
reproduced chest radiographs with accompanying descrip- 
tions. Full justice to these radiographs cannot be done 
in a brief review. 

When discussing organization, Dr. Zacks stresses the 
value of preliminary education of the public and insists 
that there must be whole-hearted cooperation with general 
practitioners who play such a vital part in the follow-up of 
those found to have tuberculosis. He then points out that, 
having been begun with tuberculosis, a health education 
programme can easily be extended to cover such subjects 
as safety, dust control, venereal disease, nutrition, colds 
and influenza. It is interesting to be told that tuberculin 
testing of school children and the radiographing of positive 
reactors have largely been given up in the United States 
of America, but that all school children of school-leaving 
age should be included in all community surveys. This 
conclusion has also been reached in Australia. 

In describing the field unit in action, Dr. Zacks emphasizes 
that there must be no appearance of hurry or tension and 
that speed of operation is less important than film quality 
and pleasant public relations. He recognizes the urgency 
of tuberculosis case-finding which can identify two phases 
of tuberculosis: (a) the infectious advanced condition whose 
detection protects the health of the public, and (b) the 
minimal active lesion the possessor of which can have 
the benefit of early treatment. 

The chief function of a chest X-ray survey is to call 
attention to unsuspected chest conditions, particularly pul- 
monary tuberculosis, and it is stated that “a diagnosis of 
pulmonary tuberculosis can be made with confidence in a 





1 “Photo- radiography in Search of Tuberculosis’, by David 
Zacks, M.D.; 1949 Baltimore: The Williams and Wilkins 
Company. Sydney: Angus and Robertson, Limited. 10” x 63”, 
pp. 316, with 274 illustrations. Price: 53s. 9d 
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significant number of instances”. In making that statement, 
the author does not lose sight of the necessity for full 
bacteriological and clinical investigation before the radio- 
logical diagnosis is accepted. 

In the discussion on the interpretation of chest photo- 
radiographs in tuberculosis case-finding the limitations of 
the X-ray method in diagnosis are not forgotten, but “its 
contribution to early tuberculosis case-finding should not 
be underestimated. Without chest X-ray examination a 
diagnosis of early pulmonary tuberculosis mostly cannot be 
made and is not being made”. The reader is reminded that 
only seldom do symptoms and signs become manifest before 
radiographic signs. 

This product of twenty years’ experience can be strongly 
recommended to all who are interested in case-finding, to 
chest physicians and to radiologists, and it should be care- 
fully studied before any mass X-ray survey is started. 





TREATMENT IN PROCTOLOGY. 


GENERAL surgeons and physicians, specialists in ano-recto- 
colic diseases, and general practitioners should find much 
of interest and of value in “Treatment in Proctology” by 
Robert Turell... This volume is compact, concise and 
comprehensive. Published in 1949, it is completely up to 
date in every way, with an excellent format and many good 
illustrations. The author has managed to confine his 
material to the professed aim, and as a result has 
presented this comprehensive review in a relatively small 
volume. The bibliography is selective, but most valuable. 
It is pleasing to note the author’s cautious attitude to the 
injection of long-acting anesthetic agents into the perianal 
area, and his balanced views on the recent trend to 
conservative operations for recto-sigmoid cancer. There is 
a fine chapter on the subject of pruritus, possibly the high- 
light of the volume, even though undue emphasis has been 
placed on mercuric sulphide tattooing. The information 
in this chapter should be particularly helpful to all who 
have to treat this most difficult affliction. The author’s 
objection to the closed method of hemorrhoidectomy would 
not be supported by surgeons in this country where it is 
used extensively and in preference to other methods. When 
dealing with prolapsed thrombosed hemorrhoids, many 
surgeons would still exercise restraint in spite of modern 
chemotherapy. These are minor points, however, and in no 
way detract from the general excellence of the work, which 
can be recommended with confidence. The particularly 
favourable impression it has made should encourage the 
author to persist with his plan to precent a companion 
volume to cover the details and illustrations of operative 
technique. 





SIMPLIFIED SEMANTICS. 


UNDERSTANDING is probably the most subtle factor in 
human intelligence. It is frequently taken for granted; 
but not by Hugh Woodworth, whose book on “The Nature 
and Technique of Understanding” is one of those mad- 
dening works which, while seeming to say the obvious in 
the most complicated way, actually displays a_ hidden 
acuity and a bold logic which captivates as it exasperates.” 


This is a book of ten short chapters, embracing a dis- 
cussion on consciousness, feeling and sensation in relation 
to what is commonly observed and generally experienced, 
and what goes on in the unconscious mind at the same 
time. The author suggests that a sense impression is not 
a single thing, but two: the impression itself and the feeling 
that accompanies it. This latter he has called (by coining 
a word) a freeling. One’s freelings change with age and 
experience. They are often vague and sometimes lie on the 
outer border of consciousness. The chapter on meaning is 
pregnant with wise observations and pertinent ideas. It 
shows, inter alia, how little the average man gets from 
what he sees whether in actuality or in print. A sight or 





1“Treatment in Proctology”, by Robert Turell, B.S., M.D., 
with a chapter on Psychosomatic Problems by Louis Linn, M.D. ; 
1949. Baltimore: The Williams and Wilkins Company. Sydney: 


Angus and Robertson, Limited. 9” x 5”, pp. 268, with 85 
illustrations, some of them coloured. Price: 75s. 3d. 

2“The Nature and Technique of Understanding: Some Funda- 
mentals of Semanties’’, by Hugh Woodworth; 1949. Vancouver: 
The Wrigley Printing Company, Limited. 
Price: $4.00. 


83” x 53”, pp. 156. 











a sound falling upon the immense ocean of consciousness 
creates hardly a ripple, whereas if we were alive to the 
nature of understanding it could cause a vortex or set up a 
tidal wave. Visual meaning we understand. Verbal meaning 
often passes us by. We make little use of our imagination 
and past experience. We go to the cinema or read a novel 
in order to utilize the imagination of another, whereas if we 
cultivated this factor we could dramatize the situations of 
life to our better satisfaction. 

This book should recommend itself to the thoughtful 
man—it is hardly likely to appeal to the man-in-the-street, 
who is already engrossed in syndicated amusements—who 
may be quite surprised at the sloppiness of the intellectual 
mechanism, and may gain delight in learning how to 
increase his understanding by encouraging the dramatist in 
himsel?. And what may apply to such a man could, as the 
author shows, apply to men generally if they decided to 
elevate their teachers above their bankers and spend more 
on education than they now spend on cosmetics. 





Books Received, 


[The mention of a book in this column does not imply that 
no review will appear in a subsequent issue.] 


“Clinical Electroencephalography”, by Robert Cohn, M.D.; 
1949. New York, London and Toronto: Mcgraw-Hill Book 
Company, Incorporated. 84” x 11”, pp. 642, with many 
illustrations. Price: $14.00. 

A compilation of data obtained from a personal study of 
approximately ten thousand patients over a_ period of 
twelve years. 


“The Pathology of Articular and Spinal Diseases’, by 
Douglas H. Collins, O.B.E., M.D. (Liverpool); 1949. London: 
Edward Arnold and Company. 9” x 6”, pp. 344, with 199 
illustrations. Price: 35s. 

An attempt “to provide an up-to-date and adequately 
illustrated account of the morbid anatomy of the joints 
and spine”. 


“Tuberculosis in the Commonwealth: The full verbatim 
transaction of the Second Commonwealth and Empire Health 
and Tuberculosis Conference, held in London from the 5th 
to the 8th of July, 1949”. London: National Association for 
the Prevention of Tuberculosis. 83” x 58”, pp. 432, with 
few illustrations. Price: 15s. 


The contents are described in the sub-title. 


“Textbook of Histology for Medical Students”, by Evelyn E. 
Hewer, D.Sc. (London); Fifth Edition; 1949. London: William 
Heinemann (Medical Books), Limited. 63” x 9”, pp. 444, with 
418 illustrations. Price: 25s. 

Planned to provide medical students with a sound know- 
ledge of the basic minute structure of the tissues and 
organs of the human body. 


“The Arthropathies: A Handbook of Roentgen Diagnosis”, 
by Alfred A. De Lorimier, M.D.; Second Edition; 1949. Chicago: 
The Year Book Publishers, Incorporated. 73” x 5%”, pp. 338, 
with 157 illustrations. Price: $7.00. 

Deals successfully with the peripheral joints, the joints 
of the spine and the temporo-maxillary joints. 


“Biological Antioxidants: Transactions of the Third Con- 
ference, October 7-8, 1948, New York, N.Y.”, Edited by 
Cosmo G. Mackenzie; 1949. New York: Josiah Macy, Junior, 
— 93” x 6”, pp. 148, with 6 illustrations. Price: 

Ten subjects were dealt with at the conference and 
discussed. 


“Blood Clotting and Allied Problems: Transactions of the 
Second Conference, January 24-25, 1949, New York, N.Y.”, 
edited by Joseph EB. Flynn. New York: Josiah Macy, Junior, 
Foundation. 9” x 6”, pp. 234, with 29 illustrations. Price: 
$2.25 

An account of papers on nine subjects with a discussion 


on each. 
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A REPORT ON NUTRITION IN ENGLAND. 





In October, 1947, the Council of the British Medical 
Association, with the breadth of vision that marks most 
of its doings, decided to set up a special committee to 
examine the whole question of nutrition in Britain and 
to prepare an authoritative report with particular reference 
te the adequacy or inadequacy of the wartime and post-war 
diet. The report of this committee has now been published. 
It is a document of 106 pages and covers the ground in no 
half-hearted way. The committee consisted of 27 mem- 
bers—seven of them ex-officio office-bearers of the Associa- 
tion. Lord Horder was chairman. The work was done by 
subcommittees and the report is based on the findings 
of the subcommittees. 

At the beginning of the “introduction” is a statement 
to which reference must be made in view of the unsuccess- 
ful efforts of this journal to prevail upon the Federal 
Council of the British Medical Association in Australia to 
set going investigations outside the immediate sphere of 
medical politics. We read that when the Council of the 
Association decided to set up a committee on nutrition, 
“the wisdom and utility of such a step did not go 
unchallenged”. In the first place it was asked why should 
an inquiry be undertaken by a body which was not itself 
primarily concerned with research in any part of the 
field of nutrition. It was also asked why an attempt 
should be made to anticipate results of a more convincing 
character which would doubtless be made known in time, 
when researches already afoot by groups eminently 
qualified to undertake them were completed. The answer 
given to the first question is that, provided the Association 
could convene a committee consisting of men and women 
deeply interested in the subject, who knew the language 
of science, and who were themselves engaged in certain 
of the aspects, such a body might be even better fitted to 
undertake a general view of the subject than a group 
whose work was limited to one special branch of it. The 
answer given to the second question is that inquiries of 
the kind under consideration are never really completed. 
No one can read the present report and fail to come to 
the conclusion that all the work put into it has been worth 





while. If, therefore, our reference to it does no more 
than widen the vision of our Australian councillors qua 
councillors, there will be cause for satisfaction. It may be 
useful to draw attention to a definition of nutrition by 
Robert McCarrison, quoted by the Chief Medical Officer of 
the Ministry of Education in his report on the health of 
the school child for the years 1946 and 1947. In the course 
of some observations on wider aspects of nutrition, 
McCarrison defined it as “the sum of the processes— 
respiration, mastication, digestion, absorption, circulation, 
assimilation and excretion—concerned in the growth, 
maintenance and repair of the living body as a whole or 
of its constituent parts”. We may therefore give consent 
to the statement of our Nutrition Committee that the sub- 
ject of nutrition is intimately bound up with the practice 
of medicine. On this score more need not be added. 


The report deals with four aspects of the problem of 
nutrition—it is “not a text-book on nutrition”. These 
aspects are: (a) the nutritional requirements for health; 
(b) the food that people in Britain actually consume at 
the present time; (c) the clinical aspects of nutrition; 
(ad) psychological and practical aspects of nutrition. In 
dealing with nutritional requirements, the committee took 
into consideration only conditions of health. With the 
data available it was calculated that the daily per capita 
requirement of the United Kingdom civilian population 
was 2550 Calories in 1944. As a “weighted” estimate this 
figure “covered every type of individual energy needs 
from those of infants to those of persons engaged in very 
heavy physical work”. The position is stated to be no 
better today than it was in 1944. We read also that there 
is insufficient information on which to base an appropriate 
classification of the adult population in accordance with 
nutritional needs. 

In the inquiry into food consumption, two main sources 
of information were used: (a) estimates of the total 
amounts of food consumed by the population as a whole; 
(bo) the results of family and individual surveys. Some 
remarkable features of wartime and post-war food supplies 
are mentioned. Among the wartime features is an increase 
in the supply of milk. Among the post-war features are a 
7% increase in egg supplies in 1945 compared with the 
pre-war period, and the high proportions of the pre-war 
egg supply, 86% to 87%, available in 1946 and 1947. It 
is pointed out that the supplies of meat in 1946 and 1947, 
82% and 85% of the pre-war edible weights, are higher 
than is generally supposed. The increase in vegetable 
supplies, a maximum of 18% above the pre-war level in 
any post-war year, “seems small in view of the intense 
propaganda to increase consumption”. The figures fail to 
take account of the increase in home-produced vegetables. 
The figures presented year by year from 1940 to 1947 leave 
no doubt that the nature of the national diet has undergone 
substantial change. This is shown by the fact that before 
the war 30% of total Calorie supplies were obtained from 
potatoes and grain products, whereas in 1946 these 
increased to 42%. The provision of animal protein has 
fluctuated; it reached a low level of 36 grammes per head 
daily in 1941 (this was 84% of the pre-war supply), but 
improved in recent years to reach about 44 grammes in 
1946-1947—this is slightly more than the pre-war level. 
Supplies of total protein, minerals and vitamins have 
increased substantially as compared with pre-war supplies, 
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except perhaps for ascorbic acid and vitamin A. It is 
pointed out that although the character of the nation’s 
diet has undergone considerable change since the beginning 
of the war, the supplies of many foods, particularly those 
of animal origin, have not been reduced as much as is 
commonly believed by some sections of the population. 
“While during the years 1940 and 1941 the calorie supplies 
fell, the supplies of most of the essential nutrients in the 
national diet have undoubtedly increased.”’” The evidence 
obtained by food surveys confirms broadly the picture 
emerging from the consumption level inquiries. In both 
1941 and 1943 there was some underfeeding with unequal 
consumption of the more palatable and expensive foods 
by the different sections of the population. Unfortunately 
the committee has no means of estimating whether the 
position in this regard has improved or deteriorated 
between 1943 and 1948. The evidence from individual 
surveys is limited mainly to children and expectant 
mothers. The evidence points to an improvement in the 
diets of the working classes compared with conditions 
before the war; the suggestion is that people who had no 
special privileges could, and did, get enough Calories 
during the war period, although this involved changes in 
food habits. There was a paucity of data on individual 
diets. There were no useful data for adolescents or for 
industrial workers. This means that there is not sufficient 
information from which to assess the food consumption in 
recent years of the various sections of the population. 
Rationing has resulted in an increased intake of many 
essential nutrients among poorer families. In recent 
years, however, the diets of large sections of the popula- 
tion have been austere and it is possible that towards the 
beginning of 1948, when both potatoes and bread were 
rationed, many families might not have been getting 
enough to eat. The general conclusion about food con- 
sumption is that since 1939 the diet of the nation has, 
on the average, deteriorated in variety and palatability, 
but that supplies of Calories have been well maintained and 
those of most nutrients increased. Changes of food 
supplies have affected differently the various classes within 
the population, consumption of many palatable foods 
increasing among the poorer sections. In spite of the 
large amount of data considered, direct information about 
food consumption by different groups is scanty and it is 
not possible to determine what degree of underfeeding, if 
any, there has been in the population. 


In regard to the clinical aspects of nutrition, it is shown 
that it is difficult to estimate what part, if any, of the 
high standards of health achieved since the outbreak of 
war is due to changes in the diet. Environmental factors 
during and after the war, acting in different directions, 
have to be considered. Further, in regard to psychological 
and practical aspects of nutrition, food habits are dis- 
cussed. It is clear that changing food habits may be of 
great importance; they may change from one part of the 
country to another, and from persons in one income 
group to those in another. The question of the permanence 
of altered food habits arises and also what effect the 
changes may have on the people affected. 


From the short statements reproduced here from the 
different sections of the report it would be almost possible 
to set out the recommendations. These recommendations 
should be looked on, not purely in an objective fashion as 





something thought by skilled persons to be desirable in 
Britain. Happenings in the Old Country are certainly of 
interest from the objective point of view, but the wise 
among Australian students of scientific and social medicine 
will look for expedients which may be applied to Aus- 
tralian conditions. And in matters of this kind it is to 
general principles rather than to details that attention 
should often be directed. The first of the committee’s 
recommendations is that inquiries should be instituted 
with a view to the securing of detailed information about 
the range of individual energy requirements within groups 
of the population, divided according to sex, age and 
occupation. Another matter about which study is urged is 
the relation of the distribution of the day’s Calorie intake 
to efficiency of work, particularly in heavy industries. It 
is also recommended that reliable methods should be 
devised for the assessment by clinical procedures of the 
state of nutrition of the population. While the committee 
recognizes the necessity for the control of the purchase 
of food during periods of shortage, it emphasizes the 
desirability of increasing the supply and variety of foods 
and of removing all restrictions on the purchase of food 
as soon as this can be done without detriment to the 
nutrition of any section of the world population. There 
are several directions in which it is thought that the 
taking of appropriate government action should be con- 
sidered. These include: (a) the provision of priority 
allocation of food free of charge to school children during 
holidays; (b) the provision of additional food allowances 
to workers to whom canteen services are not available at 
or near their place of employment; (c) the provision of 
facilities for food delivery and so on to old people; (d) the 
organization of special catering departments in hospitals 
under trained catering officers; (e) adequate training for 
teachers in domestic science; (f) the institution of an 
inquiry into any fundamental changes in food habits which 
may have taken place during recent years among young 
people. 

Although the picture produced by this report is on the 
whole, as stated in the introduction, not unsatisfactory, 
there is a good deal to be said for the establishment of a 
permanent organization “for the purpose of keeping a 
continuous check on the nutritional state of the popula- 
tion and investigating the many unsolved nutritional 
problems”. That is, if no such body at present exists. The 
Ministry of Health should be capable of doing what is 
necessary. It would be interesting to know the com- 
mittee’s opinion on this point. Whether the Ministry of 
Health undertakes this duty or not, there can be no 
doubt that watchfulness of such a committee as that 
appointed by the Council of the British Medical Associa- 
tion is to be welcomed. 


<i 
—— 





Current Comment. 





AN OUT-PATIENTS’ CLUB. 





Ir is generally recognized that for many out-patients 
with chronic ailments, regular visits to hospital are social 
occasions; freed for a little time from their home environ- 
ment, which is often uncongenial, boring or excessively 
demanding, they meet others with a common interest, 
receive their small ration of treatment or encouragement 
and usually their bottle of medicine (which, on occasion, 
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may be exchanged with that of a fellow patient for 
variety) and go their way refreshed. This sort of attitude 
is deplored by some doctors, tolerated by others, but few 
would think to turn it to therapeutic effect. Yet that is 
just what W. A. Bourne’ has set out to do at the Royal 
Sussex County Hospital at Brighton. He noted the 
“constant and amiable chatter’ among patients waiting in 
the out-patients’ department and also the relatively minor 
part which the interview with the doctor often seemed 
to play in the morning’s visit. With commendable frank- 
ness he also noted that the benefits of treatment were 
often not detectable by objective methods of diagnosis; 
but, though the physical condition and the wording of 
complaints remained unchanged over many years, the 
patients believed that they derived great benefit from 
their attendances. These observations led to the idea that 
a few of these patients should be allowed to visit hospital 
without seeing a doctor at all. A “Rheumatic Club” was 
accordingly formed and has met fortnightly for two years. 
Meetings are held in the daytime in a small room provided 
for the purpose, and membership has been extended to 
others than the rheumatic group, but it has been kept 
small. The results support the original .conception that 
a great deal of the benefit derived from attendance at 
the out-patients’ department was from human fellowship 
“rather than from “the ritual medical advice and bottle of 
physic”. The club has, of course, benefited much from 
facilities peculiar to a hospital—ambulance and similar 
transport, books for a library and materials at cost price 
for occupational therapy and general handwork, all 
supplied by Red Cross and similar bodies, and the assis- 
tance of sympathetic people from the same sources. At 
first supported by voluntary donations, the club has become 
practically self-supporting by means of sale of handwork 
and a small subscription from members. It is in mind to 
transfer the club outside the hospital walls later, for 
example, by development of connexions with a local old 
people’s- club; but this has yet to be worked out. The 
point for the moment is that his two years’ experience 
has convinced Bourne that the formation of such clubs 
should be an important part of the work of a health 
service. No doubt some will be shocked at the very idea, 
seeing in it a breeding ground for hypochondriacs; but to 
view it at its worst—and it is probably not justified to do 
that—the scheme is no more likely to be harmful than the 
present out-patients’ system. By contrast it offers positive 
advantages. The principle is, as Bourne point out, simple— 


to pick from the population of outpatient departments 
the crippled, lonely, and ageing, and help to keep them 
mobile, active and purposeful, to find them friends, 
and to show them that they are not peculiar isolated 
cases and that other people who are equally handicapped 
can do things, be real persons, and find life worth while. 
The scheme certainly seems to contain the possibility of 
something like this, though it is not hard to imagine 
practical difficulties. For those, however, who would 
dismiss it as idealistic nonsense, there is another aspect. 
Preventive treatment of chronic disease and of the 
physical and emotional incapacities of old age is, as 
Bourne states, a vital necessity if the burden on chronic 
bed accommodation is to be kept within bounds. If his 
idea will help in that direction, as he claims it will, it 
should appeal strongly even to the practical minded. 





STERILIZATION OF PLASTER OF PARIS 
BANDAGES. 





REFERENCE was made in these columns on April 23, 1949, 
to Murray and Denton’s report of a fatal case of tetanus 
in a patient who had undergone an elective operation for 
arthrodesis of the knee joint and of the subsequent isola- 
tion of organisms of tetanus and gas gangrene from the 
operation wound and from various batches of plaster of 
Paris bandages from widely distributed sources. At that 
time no satisfactory method had been devised of sterilizing 





1The Lancet, January 21, 1950, 





these bandages without interference with their essential 
properties. R. J. Gibbons and J. Burke Ewing’ now report 
what appears to be a reasonably satisfactory solution to 
the problem. They had carried out a limited series of 
experiments in heat sterilization of the bandages, but were 
unable to produce bandages of uniformly good quality. 
They were considering more searching investigations into 
the basic principles involved in heat sterilization when 
they learnt of a method of sterilization of plastic syringes 
with formalin vapour which had been devised by E. M. 
Taylor and P. J. Moloney and which is reported in the 
same journal as Gibbons and Ewing’s article. The method 
depends upon the subjection of the item to be sterilized 
to the action of formaldehyde vapour in vacuo. We shall 
not attempt to reproduce here the details of the method, 
which are given in the original article by Taylor and 
Moloney. The important point is that Gibbons and Ewing 
found that stock plaster of Paris bandages containing a 
variety of natural contaminants and further artificially 
contaminated by the addition of spore suspensions of 
Clostridium sporogenes and Bacillus subtilis suspensions 
were consistently rendered sterile by treatment with 
Taylor and Moloney’s method. Equally important is the 
fact that bandages so sterilized were used to prepare 
various types of casts for 50 fractures and proved uni- 
formly satisfactory. Included amongst the fractures was 
a Pott’s fracture sustained by one of the investigators 
(Gibbons), who made it his business to subject the cast 
applied to exacting tests. No odour of formalin has been 
noticed and no skin irritation has occurred. Apparently 
the method does not present any great practical problems, 
and, as Gibbons and Ewing point out, only a portion of the 
plaster bandages used in a hospital need to be sterile. 
Possibly a satisfactory method of heat sterilization will 
yet be found, but meantime the formalin method appears 
to provide a means of putting into practice the sound 
rules which have been adopted at the Ottawa General 
Hospital, namely, that for all open wounds, surgical 
wounds or compound fractures when immobilization in 
plaster is contemplated, only sterile plaster bandages may 
be used, and secondly, that under no circumstances shall 
other than sterile plaster bandages be brought into an 
operating theatre. 





DOMUS CHIRURGICA. 





Tue International College of Surgeons was created in 
order to foster the close relationship between surgeons 
of the world. Through its efforts a section of the Domus 
Medica, at the College headquarters, 1516 Lake Shore 
Drive, Chicago, will become an international home for 
surgeons and will be known as Domus Chirurgica. It 
will be under the direction of Dr. Valentin Charry. It is 
pointed out in the World Medical Association Bulletin, 
of October, 1949, that at Domus Chirurgica the surgeon 
will be able to obtain complete information about con- 
ferences, congresses and other professional meetings and 
also post-graduate courses of instruction. Microfilm repro- 
ductions of articles from surgical literature will be 
obtainable. A travel service will be installed and infor- 
mation on what different countries have to offer will be 
supplied. It is thought likely that the College will 
eventually establish offices, similar to that in Chicago, in 
most of the principal countries of the world. The establish- 
ment of Domus Chirurgica is an encouraging step in inter- 
national understanding and in surgical progress. 





INDEX TO “THE MEDICAL JOURNAL OF 
AUSTRALIA”. 





Tue index to THE MEDICAL JOURNAL OF AUSTRALIA for 
the half-year ended December 31, 1949, has been published. 
Readers who do not receive the index regularly may obtain 
a copy on application to The Manager, The Printing House, 
Seamer Street, Glebe, New South Wales. 





1The Canadian Medical Association Journal, December, 1949, 
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Abstracts from Medical 
Literature. 





PAEDIATRICS. 





“Paradione” and “Tridione” in 
Epilepsy. 

Wim G. Lennox (The Journal of 
Pediatrics, March, 1949) reports results 
obtained with “Paradione” in patients 
with petit mal and grand mal. “Para- 
dione”, an analogue of “Tridione”’, was 
developed in an attempt to avoid the 
toxic effect of “Tridione”. The overall 
effect of the two drugs is similar, but 
some patients who fail to respond to 
one may be greatly benefited by the 
other. Their use is essentially for the 
control of petit mal. In patients who 
have grand mal as well, the major fits 
are less likely to be increased by 
“Paradione” than by “Tridione”. It is 
impossible to predict which patients 
are likely to respond to each drug. 
Trial is essential. Toxic effects cannot 
be predicted, but a patient who cannot 
tolerate one drug may have no dif- 
ficulty with the other. Neutropenia and 
photophobia tend to be more common 
with “Tridione”, lethargy and drowsi- 
ness more common with “Paradione’”’. 
The drug is a useful alternative to 
“Tridione’”’. 


Thrush in Infancy. 


H. LeEpERER AND R. McLArREN Topp 
(Archives of Disease in Childhood, Sep- 
tember, 1949) discuss thrush in infancy. 
They state that in a series of 204 
autopsies on infants under the age of 
one year, thrush was responsible either 
directly or indirectly for death in 26 
cases. Most often there was a spread 
from the mouth to the pharynx and 
cesophagus, causing cesophagitis with 
refusal to feed, vomiting, sometimes of 
brownish or blood-stained material, 
toxemia and dehydration. In thrush 
cesophagitis lesions in the mouth were 
not always obvious. Often there was 
regurgitation of vomitus into the 
respiratory tract. Less commonly there 
was spread of monilial infection into 
the bowel or middle ear and in two 
cases a metastatic spread to the kidney. 
The clinical and pathological aspects 
of the infection are discussed. 


Streptomycin in Tuberculous 
Meningitis. 


ABRAHAM LEVINSON (American 
Journal of Diseases of Children, June, 
1949) reviews his results in the treat- 
ment of tuberculous meningitis with 
streptomycin. He describes 19 patients 
of ages ranging from six months to 
thirteen years. The streptomycin was 
given intramuscularly, 200,000 units 
each three hours, and continued for 
ninety days. The author decided early 
that intrathecal administration was 
unnecessary. Blood levels ranged from 
0 to 160 units per millilitre and the 
level in the cerebro-spinal fluid from 
0 to 320 units per millilitre, occasionally 
higher than the corresponding blood 
level. The cell count and protein and 
sugar content of the spinal fluid rose 
at the commencement of treatment 
and then fell. Of the 19 children, 11 
died and eight are still alive at intervals 
ranging from three to fifteen months 
after the onset of the illness. Com- 
plications were infrequent. The author 
admits that it is still too early to speak 





of cures, for relapse after apparent cure 
may occur and prove fatal. 

JOHN LoRBER (Archives of Disease in 
Childhood, December, 1949) describes a 
follow-up study of ten children success- 
fully treated with streptomycin. They 
represent the patients successfully 
treated in the streptomycin unit of 
the Sheffield Department of Child 
Health between September, 1947, and 
July, 1948. In this period sixteen 
children died, one is alive but still 
under treatment, and ten are alive and 
no longer under treatment. All had 
intrathecal streptomycin therapy. The 
physical and mental state and emotional 
pattern of the surviving children were 
analysed. They are all at home and 
have been followed for at least ten 
months since the beginning of treat- 
ment. All are in good physical health 
and normal mentally. Their general 
behaviour remains unaltered by their 
illness. Their intelligence quotients 
are within normal limits. The only 
neurological after-effect is deafness in 
one case. 


Infant Salmonella Carriers. 


I. M. MACKERRAS AND V. M. Pask (The 
Lancet, November 19, 1949) have 
recorded a salmonella carrier-rate of 
about 35% among children under the 
age of two years in Brisbane. Informa- 
tion was lacking to show how most of 
the babies became infected. The 
authors consider that, though the 
organisms seem normally to be benign, 
they constitute a permanent epidemic 
risk. . 


The Early Diagnosis of Rickets. 


J. D. Gray anpd F. STEPHEN CARTER 
(Archives of Disease in Childhood, Sep- 
tember, 1949) point out that with the 
widespread knowledge of the relation- 
ship of vitamin D to rickets, the fully 
developed disease is rarely seen. The 
diagnosis of mild or early rickets is not 
easy. The beading of ribs, the delay 
in dentition and in closure of the 
fontanelle, the increased width of the 
lower end of the radius and the bowing 
of the legs often appear as isolated 
findings and leave doubt about the 
clinical diagnosis. Radiological diag- 
nosis of early rickets also is often 
uncertain. Estimation of the plasma 
alkaline phosphatase content has been 
accepted by many workers as a reliable 
means of detecting early or latent 
rickets, but opinions vary somewhat as 
to diagnostic levels. The authors 
estimated the plasma alkaline phos- 
phatase content by the King-Armstrong 
method. A group of 56 controls gave 
a range of 11 to 20 units for children 
aged from six months to three years. 
In older children the figure was nearer 
to the slightly lower adult level. In 
64 cases of mild clinical rickets the 
blood phosphatase level was most often 
of the order of 25 to 40 units. In 
response to treatment there is a brief 
rise in the figure, followed by a prompt 
fall. In doubtful cases this response 
to therapy is of diagnostic value. 


Protein Requirements of Infants. 


YvoNNE WILiIAMs, E. A. BisHop, W. F. 
YOUNG AND EvELYN M. HICKMANS 
(Archives of Disease in Childhood, 
December, 1949) discuss the protein 
requirements of infants and_ the 
administration of protein to marasmic 
infants. Observations were made on 
79 infants in two groups, those 
marasmic from infection and _ those 
marasmic from insufficient food intake 





as in pyloric stenosis. They were 
given graded feedings, in which extra 
protein was added as “Casydrol” and 
later as undiluted cow’s milk. The 
feeds were arranged to provide 120 
Calories and six grammes of protein 
per kilogram of body weight per day. 
The composition of the feeds is 
described. Weight gain and recovery 
were more rapid with than without 
the extra protein. 


The same- authors (Archives of 
Disease in Childhood, September, 1949) 
describe the administration of “Casy- 
drol” by intravenous infusion. The 
patients were children requiring pro- 
longed parenteral feeding because of 
congenital obstruction of the alimentary 
tract, peritonitis and paralytic ileus, 
and severe gastro-enteritis. The solu- 
tion used contained 1:7% and later 2°5% 
or “Casydrol’ with 5% to 10% of 
glucose. The aim was to give a fluid 
intake of two and a half ounces con- 
taining twenty Calories and one 
gramme of protein per pound of body 
weight per day, together with vitamin 
supplements. ‘“Casydrol’’ in strengths 
up to 2°5% did not cause undue venous 
thrombosis as do greater strengths. 
The authors recommend that penicillin 
be given to all patients receiving 
fluids parenterally as aé_é safeguard 
against infection. The fluid should be 
given by a closed method to limit the 
risk of infection. The authors have 
shown that “Casydrol” in strength up 
to 255% is a satisfactory preparation 
for providing protein parenterally. 


Penicillin and Congenital Syphilis. 


ELIzABETH KirK Rose, Paut GyOroy 
AND NORMAN R. INGRAHAM (American 
Journal of Diseases of Children, June, 
1949) describe the results of treatment 
of congenital syphilis in infants with 
penicillin. Sixty infants are surveyed 
from two to three years after treat- 
ment. Dosage varied as experience 
grew. At the commencement a total 
dosage of 20,000 units per pound of 
body weight was given, but this was 
gradually increased to 200,000 units per 
pound of body weight. The administra- 
tion was spread over a period of fifteen 
days in equal doses of three hours by 
intramuscular injections in most cases. 
Seven patients died; five were small 
and debilitated; two died of causes 
other than_ syphilis. Of 48 living 
patients treated by intramuscular 
injections, 37 are apparently cured, 
seven are well but show positive sero- 
reactions of declining titre, three are 
well but show positive sero-reactions 
of undiminished titre. Five were 
treated by oral penicillin therapy and 
four responded satisfactorily. The age 
of the patients at the onst of treatment, 
rather than dosage, type or means of 
administration of penicillin, seemed to 
be the chief factor in determining 
satisfactory response. Cures approached 
100% when treatment was commenced 
before the third month of life. 





ORTHOPAEDIC SURGERY. 





Shoe-Fitting Fluoroscopes. 


L. H. HEMPELMANN (The New 
England Journal of Medicine, Sep- 


‘tember 1, 1949) states that injury to 


either the epiphyseal cartilage or the 
skin is unlikely after a single exposure 
to the shoe-fitting fluoroscope except 
under the most undesirable conditions, 
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Several fittings within a day or two 
may conceivably lead to epiphyseal 
damage in children or to skin damage 
in children or adults. Repeated 
fluoroscopic examination of the foot by 
improperly regulated machines from 
early childhood to the age of eighteen 
years could.result in foot deformities 
and even in permanent skin damage. 
The author advocates the use of con- 
spicuous warning signs on_ each 
machine to educate the public to the 
dangers of too frequent use _ of 
fluoroscopy. He states that since the 
maximum amount of radiation that the 
foot can tolerate at intervals of several 
months is not known, it seems advisabl2 
to reduce the foot dosage to the 
minimum that is compatible with the 
satisfactory use of the fluoroscope, that 
is, 1r in a _ five-second exposure. 
Restriction of the use of X-ray 
machines to qualified personnel will 
reduce the possibility of accidental 
over-exposure. The author advocates 
the newly issued recommendations of 
the Massachusetts Department of 
Hygiene (ir per viewing, three ex- 
posures per day and twelve exposures 
per year) as the maximal advisable 
dosage. 


The Painful Shoulder. 


R. J. W. Wituers (The Journal of 
Bone and Joint Surgery, August, 1949) 
states that in a series of 100 cases of 
“painful shoulder”, the presence of rup- 
ture of the musculo-tendinous cuff was 
proved by operation in eighteen cases 
and was presumed in eight further 
cases. Of the eighteen cases in which 
operation was performed through the 
transacromial approach, perfect results 
were obtained in only four. The other 
results were unsatisfactory: in five 
cases, movement was good, but there 
was pain or weakness of the limb; in 
nine the condition was unaltered or 
made worse. Conservative treatment 
of traumatic lesions of the supra- 
spinatus tendon is therefore advocated. 
The advisability of rest of the shoulder 
joint in an abduction splint for five 
or six weeks is stressed. Operative 
exposure, through a_ transacromial 
approach, is recommended only when 
conservative measures have failed. 
There is evidence that when there is 
rupture of the cuff, simple longitudinal 
suture of the gap after freshening of 
the margins is likely to give better 
results than attempts to suture the 
medial end of the rupture to the greater 
tuberosity. Most ruptures have a 
longitudinal extension and the initial 
transverse tear, and direct suture of 
the medial edge of the gap to the 
greater tuberosity may lead to shorten- 
ing of the tendon and interference with 
its function. Ruptures of the supra- 
spinatus tendon may cause no symp- 
toms, lead to complete loss of function, 
or cause a painful are of movement 
during mid-elevation. The clinical state 
depends upon whether or not the con- 
dition of the ruptured tendon is causing 
pain, and whether the other short 
rotator muscles of the shoulder can 
compensate in tensor and _ fixator 
actions for the loss of action of the 
supraspinatus. Three clinical groups 
of conditions associated with painful 
shoulder were differentiated: rupture 
of the supraspinatus, supraspinatus 
tendinitis and capsulitis of the shoulder. 
The author states that capsulitis is a 
convenient term by which to describe 
inflammatory lesions of the capsule and 
burse around the shoulder joint. The 
initial stage of irritative capsulitis may 





develop to the later stage of adhesive 
capsulitis. There were 61 patients with 
capsulitis. All were examined under 
anesthesia, so that they could be dif- 
ferentiated into the subgroups of 
irritative and adhesive capsulitis. The 
author believes that differentiation is 
important because treatment in the 
first stage is by rest, and in the second 
by manipulation and excision. The 
subdeltoid bursa is the “peritoneum” 
of the spinatus tendons; like the 
peritoneum it shares the pathological 
state of the organs it protects and is 
itself seldom the site of primary patho- 
logical processes. The management of 
the “frozen shoulder”, whether loss of 
movement is protective or adhesive, 
calls for time and patience, but the 
ultimate outlook is good. 


Excision of the Acromion for the 
Supraspinatus Syndrome. 


J. R. Armstronae (The Journal of 
Bone and Joint Surgery, August, 1949) 
believes that the supraspinatus group 
of lesions and periarthritis constitute 
the two common causes of painful 
shoulder. He states that most, but not 
all, of the supraspinatus group of 
lesions resolve either spontaneously or 
after conservative treatment. When 
conservative treatment fails, symptoms 
can be relieved by excision of the 
acromion process, provided that suf- 
ficient bone is removed to relieve all 
pressure on the tendon throughout a 
full range of shoulder movement. It 
is essential to remove the anterior part 
of the acromion completely, and any 
attempt to preserve the acromio- 
clavicular joint may cause unsatis- 
factory results. Complete excision of 
the acromion does not appear to cause 
untoward effects. Operation is contra- 
indicated if there is doubt as to the 
diagnosis or if there is true limitation 
of shoulder movement when investi- 
gated under anesthesia. The author 
records his own results. 


Fractures of the Dorso-Lumbar 
Spine. 

E. A. Nicott (The Journal of Bone 
and Joint Surgery, August, 1949) 
reviews a series of 166 fractures and 
fracture-dislocations of the dorso- 
lumbar part of the spine. He classifies 
the fractures into four main types: 
anterior wedge fracture (58%), lateral 
wedge fracture (14%), fracture-dis- 
location (19%) and isolated fracture 
of the neural arch (9%). He points 
out that an anterior wedge fracture 
cannot be severe without involving the 
posterior interspinous ligament, since 
the fulcrum of movement is at the 
nucleus pulposus of the intervertebral 
disk. He believes that many so-called 
wedge fractures with severe wedging 
are, in fact, fracture-subluxations in 
which the inferior facets of one 
vertebra are displaced upwards or even 


“perched” on the superior facets of 
the other. In the lateral wedge frac- 
ture, the unilateral wedging, the 


associated fractures of transverse pro- 
cesses on the convex side, and the 
damage to the posterior intervertebral 
joint on the concave side, should be 
noted. Clinical features especially 
associated with this fracture are that 
the prognosis is not good and that 
residual pain, if present, is commonly 
at the site of fracture, whereas with 
anterior wedge fractures pain is usually 
at the fifth lumbar level regardless of 
the site of fracture. Lateral wedge 
fractures are difficult to reduce and 





damage to the cord may occur. The 
author points out that the essential 
difference between a fracture-dislocation 
and a simple wedge fracture lies in 
the fact that in fracture-dislocation 
there is rupture of the posterior inter- 
spinous ligament. The author believes 
that certain dorso-lumbar fractures are 
stable, and the deformity will not 
increase if there is reasonable pro- 
tection in the early stages; these 
include anterior and lateral wedge 
fractures and all laminar fractures 
above the fourth lumbar level. In some 
of these the deformity cannot be 
corrected in any case, whilst in others 
it will inevitably recur if it is corrected. 
The final anatomical result can be 
assessed accurately at the outset, and 
if this is within limits known from 
experience to be compatible with perfect 
function, there is no case for immobiliz- 
ing damaged soft tissues in an extreme 
position for many months—a procedure 
which in itself is likely to produce dis- 
ability. In unstable fractures, deformity 
may increase beyond functionally 
insignificant limits and so may 
jeopardize the cord; these include all 
fracture-subluxations with rupture of 
the interspinous ligament, all fracture- 
dislocations, and all laminar fractures 
at the level of the fourth and fifth 
lumbar vertebre. More rigid protection 
is then necessary, but the aim should 
be to produce spontaneous anterior 
fusion in the best anatomical position 
compatible with that objective; this is 
hindered rather than assisted by 
extreme hyperextension maintained for 


long periods. Sometimes it may be 
necessary to reinforce anterior by 
posterior fusion, but it is doubtful 


whether posterior fusion alone will ever 
stabilize a spine that lacks anterior 
support. 


Homogenous (Bone Bank) Bone. 


J. B. Weaver (The Journal of Bone 
and Joint Surgery, October, 1949) pre- 
sents a report of 49 operations upon 46 
patients in which homogenous bone, 
preserved in a frozen state, was used 
for grafting. The period of storage 
time before use varied greatly; the 
shortest was three days and the longest 
ten months, the average being four 
months. The authors found that the 
length of storage time apparently had 
no effect on the success or failure of 
the graft. Operations were undertaken 
for ununited fractures, bone defects, 
arthrodesis of joints and bone block; 
82% were successful, and in 8% 
infection occurred. The type of graft 
employed was massive, or a com- 
bination of massive and chip, or chip. 
The best results were secured with the 
use of chip grafts. A comparative study 
of the efficiency of donor bone from 
patients and from cadavera shows a 
higher percentage of success with that 
from cadavera. The percentage of infec- 
tion in operations in which cadaver 
bone was used was about twice that in 
which patient bone was used. The 
author believes that the only way in 
which homogenous grafting may lend 
itself to better results is that the 
surgeon should have as much bone of 
a particular type as he desires. He 
believes that bone from fresh cadavera 
is just as efficient as that taken from 
patients. Since it is generally believed 
that iliac bone is more efficient as 
regards osteogenetic properties, and 
since the cadaver offers a generous 
supply, the author has in recent months 
used iliac bone from fresh cadavera 
almost to the exclusion of other types. 








a 


ee 





414 THE MEDICAL JOURNAL OF AUSTRALIA. Marcu 25, 1950. 





British Medical Association Mews. 


SCIENTIFIC. 








A MEETING of the New South Wales Branch of the British 
Medical Association was held at Broughton Hall Psychiatric 
Clinic, Leichhardt, New South Wales, on November 17, 1949. 
The meeting took the form of a series of clinical demonstra- 
tions arranged by the medical superintendent, Dr. Guy 
Lawrance. Parts of this report appeared in the issues of 
January 7 and 28 and February 4 and 25, 1950. 


Schizophrenia. 


The first of three patients with schizophrenia was a single 
woman, aged eighteen years, a typist, who had been 
admitted to the clinic on September 30, 1949. She was the 
eldest of three children and had been a healthy child and a 
medium scholar at school, reaching second year at the age 
of fifteen years, when she left to enter a business college. 
She had been a typist until recently. She had always been 
a shy retiring girl, and at school thought the girls did not 
like her; she sat alone during the lunch hour. She used 
to exhibit tantrums as a child, and was very overbearing 
towards her two younger siblings. In the office where she 
worked she said that she was given too much to do, and 
she developed feelings of inadequacy as she found the work 
increasingly hard for her to do. She felt inferior because 
of her irregular teeth and claimed that she was not 
attractive to boys, but she wanted to marry and have 
children. She had been most particular about her appear- 
ance; she loved dancing, but had no boy friend with whom 
she could go out. She refused to go to church because 
she could not sit still for long enough. Five weeks before 
the meeting she had had to be taken home from work 
because she was shouting out that God had killed her and 
she was going to be buried; she also heard His voice 
declaring that. At home she demanded that the neighbours 
should come in to watch her die. She was taken for a 
holiday to the mountains, but was unable to mix with 
people. She would not talk to the other people in the house, 
and refused to enter the dining room. She said that she 
was too weak to stand up, and claimed to have a strange 
head. She wanted to die by suicide. She still had ideas 
of reference, but the hallucinations had gone. She had an 
impairment of memory for recent events, was idle and could 
not concentrate. She was foolish and labile in effect, and 
giggled inanely. On admission to the clinic she showed 
the schizophrenic characteristic of ambivalence of thought: 
she did not like boys—yes, she did like them; she ate 
well—no, she did not eat much; she slept well—no, she did 
not sleep much. On the day on which the overt conduct 
had become too poor, she said that all the office staff stared 
at her in a very sad and curious way, and she heard them 
say to each other “she must be dying’, and then she knew 
that she was dead. 

Dr. Lawrance commented that in the patient was seen a 
picture of a typical outburst of hebephrenia in a girl who 
had always been poorly integrated in her mental outlook. 
Intense inferiority, based most probably on the sense of 
physical inferiority set up by her consciousness of the 
faulty and overcrowded arrangement of her front teeth, 
had forced her to retreat; she did not appear to over- 
compensate in any way, but she sought solitude and avoided 
the boys who she claimed avoided her. She sought 
escape in the death idea. The prognosis did not appear to 
be very good, and it was likely that only a remission of 
symptoms was to be looked for. As she had been a problem 
child who had tantrums and jealousy, the chances of 
permanent and favourable integration of her mentality were 
more unlikely than in a case in which the early life 
showed a stronger personality. 

The next patient, a single woman, aged twenty-one years, 
a typist, had been admitted to the clinic on October 4, 1949. 
She had one brother older than herself, and had always 
been very spoilt, especially by her mother. The childhood 
had been happy, and at school she had been an average 
scholar, leaving at fifteen years to enter a business college. 
She became a typist, and had good employment until the 
current illness. She was not a good social mixer, but had 
a boy friend to whom she was engaged; the wedding had 
been arranged for early in 1950. Her only amusement was 
ice-skating. The mother had died two years before the 
meeting, after a lingering and painful illness, and that had 
very greatly upset the patient. The mother had diabetic 
gangrene. The present illness had started three weeks 
before the meeting’ when the patient bought a wedding dress 
and took it home, but was unable to decide whether she 





liked it or not. She became irritable and easily depressed, 
and announced that her fiancé did not kiss her with his 
accustomed vigour. A week before the meeting she came 
home from work, and she just stood and stared fixedly 
about her. She made strange remarks apropos of nothing, 
such as “you said there are no doctors”; “when father 
wanted one it was negative’. She walked about the home 
all day refusing to go out because she believed that people 
were laughing and talking about her, and she heard voices 
telling everybody that her father was trying to trick her. 
On her admission to the clinic her attention was poor; she 
had, ideas of reference, and said that people were the same, 
but everybody had taken a new name. She heard voices 
that worried her. She sat or stood and stared fixedly about 
her, and could be got to speak only with difficulty. She 
gave no account of herself. at all, and was dull and apathetic. 
She ate very slowly, and was negativistic. At times she was 
almost rigid, and showed some aggressive tendencies. The 
whole picture made one of katatonic schizophrenia. 


It was pointed out that the patient had had a strong 
mother attachment, and had suffered a severe psychological 
reverse when the latter died. Her ideas that her fiancé did 
not love her to the same degree were incorrect, as he had 
been most attentive and very genuine in his regard for her, 
and he still was. No doubt she had projected some of her 
loss of heterosexual interest on to him as object. The 
history of neuropathy came from the mother, who had had 
a neurosis associated with severe diabetes. The family 
circle was affectionate and considerate to her in all ways. 
She showed the true schizophrenic ambivalence in saying 
that she was at Broughton Hall and then at once denying 
it; she knew people by their own names, and then gave 
them all new ones. The prognosis in such cases was poor, 
and even if full coma insulin therapy was successful, the 
extent of social relief was likely to be only five years at 
the most. 

The third patient in the group, a single woman, aged 
twenty-one years, a waitress, had been admitted to the 
clinic on September 2, 1949. She was an only child whose 
father had had a nervous breakdown during World War I. 
She was a poor scholar, and since leaving school at the age 
of fifteen years had had several situations which she failed 
to hold. She tried domestic service, housemaid and waitress 
‘work, but failed to give satisfaction to her employers. She 
liked dancing, had several boy friends, had been a little 
wayward, and had shown some irresponsible behaviour. Her 
mental health had begun to deteriorate noticeably in January, 
1947; the starting point of grossly disturbed overt behaviour 
was when a boy of seventeen years—who was driving her 
home from work in a truck—had tried to take advantage 
of her. She screamed and jumped out of the vehicle, and 
he struggled with her, but she evaded capture. From that 
time she expressed the delusion that she was a married 
woman with two children and was in a maternity hospital. 
She had been very irritable, and her statements were 
extremely misleading. She had heard voices talking about 
her children. Later on she claimed to be the mother of five 
infants; but when reminded that she had said there were 
only two, she remarked: “Yes, but three have died.” Her 
attention was fluctuating, her recent memory was impaired, 
and her manner was foolish. She giggled and was not 
cooperative, and in her story she mixed fact and phantasy 
freely. Psychological tests by the Rorschach method 
indicated that she was showing symptoms of acute schizo- 
phrenia. Weschler-Bellevue testings gave the same diag- 
nostic indications. Neither test showed any indications of 
organic disorder, and the clinical diagnosis of schizophrenia 
was made, the type being hebephrenia. Her intelligence 
quotient was 81, being indicative of a dull normal, and 
placing her in the lower 25% of the population. 


Dr. Lawrance considered that the outlook in such cases 
was very poor, and treatment in most instances only post- 
poned the final event of certification. The patient, being 
an only child, had been spoilt all her life, and had always 
wanted her own way. Although fond of young men, she 
had strongly resisted overt sexual practices, preferring 
masturbation. She indicated the four cardinal points of 
schizophrenia: (a) Affect was wrong; she had nothing to 
be euphoric about. (0b) Her actions were wrong, as was 
indicated by the giggling, laughter and antics. (c) Her 
thought processes were wrong, aS was shown by the idea 
of marriage and children; she named several husbands. 
(d) She was. lonely and seclusive. 


Dementia Paralytica. 
Dr. Lawrance then presented a married woman, aged 
forty-five years, with no children, who had been admitted 


to the clinic on September 7, 1949. The family history was 
not helpful, but the patient had had a poor matrimonial 
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career. Her first husband was divorced for adultery; he 
had attempted perverted practices, but the patient did not 
like them. Her second husband was selfish, and he had kept 
the money which she earned as a shop assistant and which 
was to go towards buying a home. Her health was only 
fair; she had undergone appendicectomy in 1939, and 
hysterectomy in 1948. For three years she had been worrying 
over money, and had been irritable and easily fatigued. The 
noises of cows in the paddocks upset her a lot, and she 
found that she could not play the piano, whereas formerly 
she had been a professional player in halls and cinemas. 
She was afraid to be in the house even when her husband 
was there, and she had to be locked in her bedroom to sleep. 
She had a continual knocking in the head, and although 
afraid of death, had entertained ideas of suicide; something 
inside told her to put her head in the gas oven. She said 
that she had had a surfeit of married life; she refused 
the husband his conjugal rights and intended to go on earning 
her own living and share a home with her mother. She had 
lost weight, and weighed seven stone on admission to the 
clinic. She had had X-ray examination, and a _ blood 
sedimentation rate test performed, and was then referred 
to the clinic as having a depressive state. Her blood yielded 
the Wassermann reaction, as did her cerebro-spinal fluid, 
which contained 47 cells per millilitre and an increased 
amount of globulin and yielded a goldsol curye of 555431000. 
There was slight irregularity of the pupils, and a slight 
inequality; the reaction to light was absent, as was the 
consensual reaction. The knee jerks were present on both 
sides; the ankle jerks were not elicited. She had had fre- 
quency of micturition, with some lack of control, for nine 
years. <A diagnosis of general paralysis of the insane was 
made, and treatment by intramuscular injections of penicil- 
lin was instituted; she had a course of 10,000,000 units. 
Intravenous injections of tryparsamide in three-gramme 
doses were being given at weekly intervals. Heat therapy 
would be used later. 

Dr. Lawrance commented that the case showed the value 
of the routine blood test. The diagnosis in a person in her 
forties who had severe personality disorders must be made 
from phthisis, early encephalitis lethargica, neurosyphilis, 
cerebral tumour and cerebral arteriosclerosis. The position 
of penicillin in neurosyphilis was not yet ‘fully evaluated, 
and it was the custom at Broughton Hall to follow it up 
by heat therapy in the form of malaria or electrically 
produced hyperpyrexia. C. Earle Johnson, in The Journal 
of Nervous and Mental Disease for May, 1949, had given 
a summary of criteria for termination of chemotherapy: 
(i) a minimum period of two years after heat treatment; 
(ii) reasonable mental improvement; (iii) reasonable 
physical improvement; (iv) satisfactory improvement shown 
by serological tests of the cerebro-spinal fluid; (v) likelihood 
of further improvement with prolongation of the treatment 
period in the light of progress which the patient had made 
under treatment. The patient under discussion had come 
to understand the calamity that had overtaken her; she 
was distressed by it, but was fully cooperative in treatment, 
and desired only to be made well again. 


A second patient with dementia paralytica, a married 
man, aged forty-two years, a _ boilermaker, with two 
children, had been admitted to the clinic on August 22, 1949. 
He had been poorly adjusted all his life; he was a mild man, 
a gambler and a heavy drinker, and was promiscuous with 
women. He had calmed down in the last five years, and 
his wife, who had been separated from him for years, had 
rejoined him. Until a few weeks prior to his admission his 
conduct had been gentlemanly. Suddenly he had become 
excitable, voluble and abusive. He imagined that he had 
a lot of money, and claimed to have spent large imaginary 
sums. He wanted to be on the move all the time, and he 
had developed an insatiable sexual appetite. He was con- 
fused at times, and his habits were deteriorating. He was 
five feet five inches in height and weighed nine stone seven 
pounds. He claimed that there was a numbness commencing 
in the fingers and spreading all over him. His blood pressure 
was normal. His pupils reacted to light and accommoda- 
tion. The right pupil was a little larger than the left. 
Often a circumoral fibrillary twitching could be seen, and 
fine and coarse tremors of the tongue. He had a slurring 
of certain syllables. His blood yielded the Wassermann and 
Kahn reactions. His cerebro-spinal fluid yielded the Wasser- 
mann reaction and contained 90 cells per millilitre and 
increased globulin; the goldsol curve was 5555345321. The 
following treatment was given: a course of 10,000,000 units 
of penicillin given as 25,000 units every three hours, day 
and night; a course of one hundred hours of hyperpyrexial 
therapy by means of inductothermy; a course of twelve 
intravenous injections of tryparsamide, three grammes being 
given in ten millilitres of distilled water, at intervals of 
one week; a check on the serological findings a month 





later, and further treatment as indicated, the ultimate aim 
being the destruction of the spirochetes. 


Anorexia Nervosa. 


The next patient presented was a single man, aged 
nineteen years, a shop assistant and eldest child of three, 
who had recently come to Broughton Hall with the history 
of having refused food because of breathing difficulty. His 
weight had gone down from about nine and a half stone to 
seven stone six pounds over a period of nine months. There 
was a history of pulmonary tuberculosis, necessitating stay 
in a tuberculosis sanatorium about five years earlier. He 
had spent fifteen months there. His mother had dominated 
all his life, more so since his illness. The patient appeared 
grossly emaciated and dehydrated. He claimed that food 
made him highly uncomfortable and short of breath. He 
appeared clear and able to give a perfect account of him- 
self, and was not particularly concerned about his general 
health; he said that he had come for treatment because 
his mother insisted on it. No organic cause for his breathing 
difficulty was found. A recent X-ray examination of his 
chest showed no signs of reactivation of his tuberculosis. 
The clinical diagnosis was anorexia nervosa in an emotionally 
immature personality. The psychogenic cause lay obviously 
in an attempt to throw off the oppressive domination of his 
mother. He had been under insulin subshock therapy that 
would probably remove, or at least greatly relieve, the 
symptoms of anorexia. Unless the environmental factors 
could be suitably adjusted, the prognosis in regard to his 
personality difficulties was very doubtful. 


Involutional Depression with Emaciation. 


Dr. Lawrance then presented a married man, aged sixty- 
two years, a retired foot-wear inspector, with one child, 
who had been admitted to Broughton Hall from another 
hospital on October 7, 1949, in a state of deep mental 
depression, associated with considerable loss of weight and 
severe physical debility. For some years in the past he 
had been suffering from abdominal discomfort, the nature 
of which had never been diagnosed. About nine years 
before he had had a nervous breakdown and become 
morbidly depressed and sleepless; he had made a reasonably 
good recovery without hospital treatment. He had been 
working until about three years before the meeting, when 
he again became worried about his health, and was not 
able to carry on with his work. His mental condition had 
deteriorated over the past few months. Recently he had 
been investigated in one of the leading metropolitan general 
hospitals for his physical condition, with negative results. 
On admission to Broughton Hall he appeared very depressed; 
he felt hopeless and was hypochondriacal, his thoughts being 
totally preoccupied with his intestinal functions; he refused 
food because he thought that his bowels were blocked. He 
was very emotional, restless and agitated. His weight, on 
admission, was six stone eleven pounds. The clinical diag- 
nosis was involutional depression (melancholia agitata). 
It was pointed out that his type of delusional anorexia 
contrasted in etiology with the psychogenic (hysterical) 
type, as described in the previous case. 


Depressive State with Surgical Tetany. 

The next patient, a married woman, aged forty-eight 
years, had been admitted to the clinic on August 17, 1949. 
She was the sixth child in a family of twelve; her childhood 
had been happy, and she worked on her father’s farm until 
her marriage at twenty-one years of age. She had had many 
ailments of childhood, but was reasonably well as an adult 
until 1946, when she noticed palpitation of her heart and 
weakness generally; neurasthenia was diagnosed. However, 
in 1948, it was considered that she had exophthalmic goitre 
and a practically total thyreoidectomy was performed in 
May of that year. Unfortunately the parathyreoids were 
removed at the same time, and three days later she 
developed tetany. She had deteriorated in health since 
then, and was treated at Royal Prince Alfred Hospital, 
where her tetany was partly stabilized by the administra- 
tion of “A.T. 10” capsules three times a day. On her 
admission to Broughton Hall from the Reception House she 
had severe insomnia and could not eat; a slime dropped 
back from her nose into the mouth, and she said that she 
could not breathe properly. Her vision was blurred, and 
since November, 1948, the sight had become really poor. 
Her hands and feet had a sensation as of pins and needles; 
she had great restlessness, and could not control her 
muscles. She had attacks of spasmodic tremors, especially 
noticeable in the arms and hands, where the fingers were 
drawn together, flexed at the metacarpo-pharangeal joint 
and extended at the interphalangeal joints—the ‘“accoucheur’s 








— 





4 
' 
| 
4 
: 
| 
| 


: 


ee 





416 THE MEDICAL JOURNAL OF AUSTRALIA. 





Marcu 25, 1950. 





hand”. Cramps also occurred in the legs and body to a 
much lesser degree, and there was slight trismus present. 
Mentally she was a little confused, but the depression was 
severe. She cried a lot and expressed an idea that she was 
in a hopeless condition. She was found to have a blood 
calcium content of 8°3 milligrammes per centum and adminis- 
tration of the capsules of “A.T. 10” was continued. She 
was also given thyreoid tablets—one grain daily. Her 
tremors practically ceased, but the depression remained. 
Several treatments of electroconvulsive therapy were given, 
and she became much brighter; her appetite improved, and 
she slept better, with mild sedation. A blood calcium test 
showed that 9°4 milligrammes per centum were present. 
That was still too low, and treatment by “A.T. 10” was 
persisted with. 

Dr. Lawrance said that treatment in her case would have 
to be continuous, as the calcium deficiency must be made 
good, and it was necessary to check the rise of blood 
phosphorus content. That should be normal (2°5 to 3°5 
milligrammes per centum), and the calcium content of the 
blood should be maintained at the low normal of about 
10°5 milligrammes per centum. The effect of the thyreoid 
gland given was to soften her skin and relieve the harshness 
of her hair. He commented that hers was a most unfortunate 
case, and it seemed that she would need to be in some 
institution constantly, in order that the biochemical tests 
could be done regularly and so that her attacks of depression 
could be controlled. 


Sexual Maladjustment in Neuropathic Personality. 


The last patient was a single man, aged twenty-eight 
years, a timber cutter, and the eldest of six. children. His 
father had been neurotic since the 1914-1918 war. The 
patient had been an inmate of Broughton Hall on three 
previous occasions. He had a history of lifelong constitu- 
tional inferiority, with a poor social and industrial history. 
At the age of eight years he had had a “nervous breakdown” 
after being frightened by a spider. From his earlier 
adolescence he had been in a great state of fear over the 
frequency of erections and associated masturbation; he had 
never had normal sexual outlet. In 1944 he had been 
admitted to Broughton Hall in a state of subacute anxiety 
neurosis. He then appeared tense and restless, and expressed 
fear of insanity, blaming an uncontrollable urge to mastur- 
bate for his breakdown. He was discharged after three 
months, seemingly recovered from his sickness. He was 
readmitted in 1945 and 1946 because of reeruption of symp- 
toms. He complained of an irresistible urge to lower his 
trousers in the presence of young girls, including’ his sister. 
He admitted that he had taken great risks. Electro- 
convulsive therapy on both occasions gave him prompt, 
though temporary, relief. On the last occasion (October 18, 
1949) he had been admitted because he developed symptoms 
of anxiety after exposure to a girl six years of age. He 
was ordered by the police to seek further psychiatric treat- 
ment. The clinical diagnosis was exhibitionism in a neuro- 
pathic personality. 

Dr. Lawrance pointed out that the patient was obviously 
grossly sexually maladjusted, and had not adequately 
advanced in his psychosexual development. He remained 
still at a “play” level. The symptoms of anxiety released by 
his abnormal sexual behaviour would respond reasonably 
well to treatment. His deeply rooted basic maladjustment 
would hardly respond to any form of treatment, more so 
because of his personality difficulties. 
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Special Correspondence, 








LONDON LETTER. 





From Our SPECIAL REPRESENTATIVE. 





“Captain of the Men of Death.” 


“TUBERCULOSIS is killing 400 people each week in England 
and Wales and unhappily the majority are in the pro- 
ductive years of their lives.” Such is the opening sentence 
of a recent leader in The Times, which forms part of a 
publicity campaign that has been running, mainly in the 
medical Press, over the last six months. One contributing 
factor to this death rate is the shortage of beds for treat- 
ment; about 7000 patients are now awaiting admission to 
hospitals and the average delay is over six months. 
“Patients in an infectious stage have to stop at home, with 
every possibility of conveying their malady to other, and 





especially younger, members of the family.” In two cases 
quoted the patient, his wife and two children were sleeping 
in the same room. Chest hospitals also have empty beds, 
owing to the shortage of nurses, and, as a result, the 
waiting lists for admission to them are getting longer. 
Physicians are being driven to use domiciliary treatment 
for patients in the first instance, though it is recognized 
that this therapeutic measure would be more efficacious, 
and safer to other members of the family, if it followed a 
stay in hospital where a régime would have been learned. 
It has been urged from time to time, and increasingly of 
late, that wards in general hospitals should be allocated for 
tuberculosis patients. This has already been done in some 
teaching hospitals: Saint Thomas’s, London, has had a 
tuberculosis clinic, with male and female wards, for the 
treatment of early infectious cases since 1913. All of the 
twelve undergraduate teaching hospitals in the metropolitan 
area admit a certain number of tuberculosis patients, the 
number depending on the available accommodation and the 
need for covering the whole field of medicine in the interests 
of the students. The wider extension of the principle is 
opposed on the grounds that such a scheme would add to 
the dangers run by the nursing staff. In reply it is 
pointed out that the “risks could be greatly reduced if 
better care were taken of nurses than is often the case. 
X-ray examinations at regular intervals and B.C.G. vaccina- 
tion are weapons that can be used’. The President of the 
British Tuberculosis Association, in discussing this point, 
points out that in sanatoria “in many instances the 
incidence of the disease among the nursing staff is lower 
than that in the general population’. He goes on to call 
for “prevention, treatment and rehabilitation”, and urges 
that to achieve success these three factors must be linked 
together on a united front: such a scheme necessitates 
a central planning authority with “power to act”. The 
bringing in of the National Health Service has given 
increased power over hospitals to the central authority, 
and doubt arises in many minds whether the Ministry of 
Health is not regarding the problem of tuberculosis with a 
certain complacency. That there is no ground for such an 
attitude is proved by the fact that “there has been only a 
comparatively small fall in mortality in England and Wales 
during the last thirteen years, an appreciable rise in 


. Scotland, and the death rate from tuberculosis to-day is 


higher in Glasgow than in Hamburg’. The death rate from 
this disease is more than four times greater than that due 
to accidents on the roads; in the pits last year there were 
460 deaths due to accidents and coal mining is regarded as 
one of the most dangerous occupations. “These are the 
hard facts. Action is urgently needed.” One suggestion is 
that special currency facilities should be given to those 
able to go to Switzerland for treatment, where it is stated 
hundreds of beds are available in suitable sanatoria. In. 
this connexion one ex-service men’s association reports 
excellent results in some fifty cases sent to Swiss hospitals. 


Some extra difficulties have arisen, under the National 
Health. Service Act. The chest physician doing clinical work 
for the Regional Hospital Board may be classified and paid 
as a consultant, but for work done with the local authorities 
he is graded and paid as an assistant to the Medical Officer 
of Health “for that part of his work which is empirically 
called prevention”. There is, therefore, a difficulty in 
getting suitable candidates for the position of consultant 
chest physician. As a member of a regional hospital board 
writes bitterly: “The Cinderella of clinical medicine is again 
returning to her rags.” 

The tuberculosis problem is attracting a good deal of 
attention, most marked perhaps at the periphery, and it 
is to be hoped that coordinated action with central support, 
rather than direction, will follow. AS an emergency 
measure it has been suggested that the possibilities of 
domiciliary treatment of a number of non-infectious ailments 
should be explored so as to free beds for the tuberculosis 
patients. 


“Seeking the Bubble Reputation.” 


At the last general election 37 doctors stood for parlia- 
ment and 13 were returned. At the time of writing the 
candidates number 27 (men 24, women 3), 11 of whom are 
present members seeking reelection. There is no apparent 
reason for this drop in the number of candidates, unless it 
be that under the National Health Service there is but 
little time for outside interests. When the personal details 
of the candidates are analysed it would appear that they 
form a very good cross-section of the general population. 
There is no unanimity as to party, as the following figures 
show: Labour 11, Conservative 9, Liberal 2, and one 
each of Independent Conservative, Liberal-Conservative, 
Conservative and Liberal, Scottish Nationalist, and Com- 
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munist. Nor does the branch of medicine followed appear 
to decide the choice of party—of the two psychiatrists one 
is Labour and one Conservative. Two candidates are 
barristers as well as doctors; one pleads the Liberal cause 
and the other defends the Conservative point of view. There 
does not seem to be any age at which the political microbe 
is likely to prove most virulent to the willing victim: one 
aspirant graduated in 1902 and another less than twelve 
months ago. The older candidate first became M.P. in 1923, 
and so far has developed no immunity. “Age does not 
wither nor custom stale” its “infinite variety”. Just on a 
dozen general practitioners, in practice or retired, are 
standing, but the consultants and specialists appear to 
prefer the calmer air of the lecture room or ward to the 
larger arena of the House of Commons, possibly because a 
more appreciative and less critical audience is likely to be 
met in the former. When their numerical strength is con- 
sidered, medical officers of health appear to be much 
enamoured of parliamentary honours. One reason for this 
may be that as a large proportion of their work is governed 
and circumscribed by rules and regulations laid down in 
Whitehall, the medical officer of health may feel that if 
there was more practical knowledge at the fountain head 
the lot of the toad beneath the harrow might be easier. 
Apart from the scientific societies, the number of medical 
associations and unions is small, but the president of one 
such association and the secretaries of two others are 
seeking election. Few candidates will be better known to 
the general body of electors than Dr. Charles Hill, the 
secretary of the British Medical Association, for, as “The 
Radio Doctor”, his weekly health talks have been listened 
to by a wide audience over a number of years. He stands 
as a Liberal-Conservative for a country electorate. 


“He that Increaseth Knowledge.” 


In the Middle Ages serious scholars used to go abroad 
and wander from one seat of learning to another, in their 
quest for knowledge and to widen their mental horizon; 
today the teacher also travels, to give, rather than to 
receive. In this connexion a recent paragraph in The Times 
reviews the itinerary of the Sims Commonwealth Travelling 
Professor for 1950, and it is worthy of note‘that mention of 
such a journey in such a paper, at a time when a general 
election is pending, indicates the importance attached to the 
news item. Emphasis should be laid on the word “travelling”, 
for the itinerary of Sir Reginald and Lady Watson-Jones 
is an extensive one and, like ancient Gaul, falls naturally 
into three parts—Canadian, Australasian and African. It 
is noticeable that the scope of the work done on these visits 
has widened steadily over the last few years and such a 
tendency is to be welcomed and encouraged. Take, for 
example, the Canadian programme which Sir Reginald will 
have begun before these lines appear in print. The now 
usual public address is to be given in Toronto on “The 
Progress of a Half Century in the Treatment of Fractures”: 
it, is not easy to imagine a more apposite choice of subject 
for a surgeon trained under the late Sir Robert Jones in 
the Liverpool School of Medicine. After the Hunterian 
Museum, at the Royal College of Surgeons, was bombed in 
1941, Sir Henry Souttar, the London Hospital surgeon, 
salvaged a piece of teak from the wreckage, and from this 
he has carved a presidential gavel which Sir Reginald will 
hand to the Royal College of Physicians and Surgeons of 
Canada at Montreal from the President and Council of the 
Royal College of Surgeons of England. Addresses and 
demonstrations on purely surgical subjects are to be given 
at a score of places across Canada, and in addition the Sims 
Professor is to work for a time in the Medical School at 
Vancouver. Singapore and Australasia are scheduled for 
April and May, and on the way home visits will be paid to 
South Africa, Rhodesia and the central African colonies. Sir 
Reginald may have to yield to Ariel for speed of travel, but 
the “delicate sprite” would have had nothing on the Sims 
Travelling Professor as to the distance covered. That the 
benefit derived from these visits is not altogether one-sided, 
the visitors would be, and have been, ready to acknowledge, 
for, like the quality of mercy, such an interchange of views 
“blesseth him that gives and him that takes”. 


“In Lighter Vein.” 


The Sunday Times ran a series of competitions at 
Christmas time, one being for the best nursery rhyme 
brought up to date. A reader, evidently not a warm admirer 
of the present Minister of Health, submitted the following: 


Hush-a-bye baby, when you grow big, 

Uncle Aneurin will give you a wig, 

Corsets and spectacles, spare legs and teeth, 
And finally maybe, a free issue wreath. 





A music-hall comedian put it another way: “In the 
Welfare State they pay you something when you are born 
and when you die—in between you pay them.” 


-— 
oe 


Congress Motes. 








AUSTRALASIAN MEDICAL CONGRESS (BRITISH 
MEDICAL ASSOCIATION). 





THE Executive Committee of the Seventh Session of the 
Australasian Medical Congress (British Medical Association), 
to be held at Brisbane from May 27 to June 3, 1950, has 
sent the following information for publication. 


Plenary Session. 


A typographical error occurred in the second paragraph 
of the notice in the last “Congress Notes” about the 
Plenary Session. The phrase read: “The chairman reads 
out questions submitted previously by such members of 
i + fpow as are to do so”’—this should have read “as care 
o do so”. 


Section of Radiology. 


Dr. E. W. Frecker has been appointed President of the 
Section of Radiology in place of Dr. J. S. Verco (resigned). 
Dr. W. Gordon Rich, of Christchurch, New Zealand, was 
appointed Honorary Secretary of this Section in place of 
Dr. J. F. Gillogley (resigned). ; 


Resignations. 


The following resignations were accepted, but in the 
absence of any nomination, no appointments were made to 
fill the vacant positions: 

Section of Orthopedics and Physical Medicine.—Dr. N. S. 
Gunning, Vice-President for South Australia; Dr. R. D 
McKellar Hall, Vice-President for Western Australia. 

Section of Radiology.—Dr. John O’Sullivan, Vice-President 
for Victoria. 

Section of Obstetrics and Gynecology.—Dr. R. F. Matters, 
Vice-President for South Australia. 

Section of Oto-Rhino-Laryngology.—Dr. R. M. Glynn, 
Vice-President for South Australia. 

Section of Anesthesia.—Dr. G. R. Troup, Vice-President 
for Western Australia. 


Official Functions. 

The following official functions have been approved: 

Monday, May 29.—At 11 a.m.: Reception of approximately 
seventy members of congress by the Right Honourable 
the Lord Mayor. At 1 p.m.: Luncheon at the Carlton 
Hotel for approximately fifty guests by the Honourable 
the Premier. At 8 p.m. (exact time to be decided later): 
Inaugural meeting of congress, to be followed by the 
presidential reception in the Town Hall. 

Tuesday, May 30.—Plenary session in the morning and 
scientific meetings in the afternoon. No official functions 
in the evening. 

Wednesday, May 31.—Scientific meetings in the morning 
and afternoon. At 8 p.m.: Congress lecture by Sir 
John Medley in the Town Hall. 

Thursday, June 1.—Scientific meetings in the morning and 
afternoon. Congress dinner in the evening. 

Friday, June 2.—Scientific meetings in the morning and 
afternoon. Congress ball in the Town Hall given by 
the British Medical Association, Queensland Branch. 

On the first Sunday of congress week, May 28, the following 
church services will be held: 11 a.m., Saint John’s Cathedral; 
11 a.m., special mass and sermon in Saint Stephen’s 
Cathedral; 11 a.m., combined service at Saint Paul’s 
Presbyterian Church, Saint Paul’s Terrace. 

Special Sabbath service will be held on Saturday morning, 
May 27, at 8.45 am., at the Synagogue, Margaret Street, 
Brisbane. 

His Excellency the Governor has been pleased to grant 
permission for the wearing of decorations at official evening 
functions where evening dress is worn. It will be in order 
to wear miniature medals and decorations with dinner 
jacket dress as well as with full evening dress. 


Accommodation. 


It may be impossible to find accommodation for many 
more visitors. Those who have not sent their completed 
application for membership forms to the congress Office, 
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British Medical Association House, 225 Wickham Terrace, 
Brisbane, should do so at once, as it is extremely unlikely 
that they will get hotel accommodation otherwise. 


Sponsoring. 


It has been decided to adopt the system of sponsoring by 
which Queensland members of congress will act as sponsors 
for one or more visitors. 


Transport. 


Air Travel.—Australian National Airways will allow an 
additional ten pounds of personal luggage—that is, each 
traveller will be allowed to bring 45 pounds free of charge. 
Trans-Australia Airways have not at present decided to 
allow any luggage in excess of the regulation thirty-five 
pounds without extra charge. Ansett Airways are unable 
to allow luggage beyond the thirty-five pounds without 
making a charge for excess. 

Circumstances permitting, special flights may possibly be 
arranged. It may be possible for a block booking of one or 
more planes to be made. This would have to be arranged 
by the honorary local secretary and the air company 
concerned. 

Pioneer Coaches.—An extra luggage allowance of ten 
pounds will be allowed on all Pioneer tours, thus making a 
total of sixty pounds. 

Barrier Reef Cruises—The Fairmile Cruise from June 6 
to 138 (Comorin) will be kept open until March 31, and there 
are several vacancies left. There are also some vacancies 
on the cruise from June 13 to 26 in the Comorin. The 
easiest way to book these cruises is direct through Aus- 
tralian National Airways in each State capital. 


Vice-Presidents of Congress. 


Dr. D. H. E. Lines, Past President of Congress; Sir 
Henry Newland, Past President of Congress and Past 
President of the Federal Council of the British Medical 
Association in Austraiia; Dr. D. M. McWhae, Past President 
of Congress; Surgeon Captain D. A. Pritchard, Director of 
Naval Medical Services; Major-General F. Kingsley Norris, 
Director-General of Medical Services (Army); Air Com- 
modore E. A. Daley, Director-General of Medical Services 
(Air); Dr. A. J. Metcalfe, Director-General of Health; Dr. 
Harold R. Love, representative nominated by the Queens- 
land Branch; Dr. W. Keverall McIntyre, representative 
nominated by the Tasmanian Branch; Dr. E. Britten Jones, 
representative nominated by the South Australian Branch. 


Honorary Members. 


The following is a list of honorary members who have so 
far accepted: His Grace Archbishop Halse, His Grace 
Archbishop Duhig, President of Council of Churches for 
1950—the Reverend R. Pashen, Federal Minister for Health— 
the Right Honourable Sir Earle Page, the Premier of 
Queensland—the Honourable E. M. Hanlon, Minister for 
Health and Home Affairs—the Honourable A. Jones, Lord 
Mayor of Brisbane—-Alderman J. B. Chandler, Speaker of 
the Legislative Assembly—Mr. Brassington, the Chief Justice 
(Queensland)—the Honourable Neal Macrossan, Chancellor 
of the University of Queensland—Mr. J. D. Story, Dean of the 
Faculty of Medicine (University of Queensland)—Dr. E. S. 
Meyers, President of the Professorial Board (University 
of Queensland)—Professor G. S. Stable, Leader of the 
Opposition, Legislative Assembly, Queensland, Mr. F. Nicklin, 
Sir John Medley, Mrs. Myra Spooner, Dr. Louis Diamond, 
Dr. J. G. Hunter, Dr. A. B. Carvosso, Professor Ida Mann, 
Dr. E. W. Kerr Scott, Dr. Mervyn Archdall. 

Personal Note.—Dr. A. B. Carvosso and Dr. E. W. Kerr 
Scott were members of the Intercolonial Medical Congress 
of Australasia held in Brisbane in 1899 and are still members 
of the British Medical Association and both still in practice. 


Committees. 


Entertainments.—Dr. Paul Mitchell, Convener. 

Visual Aid.—Dr. H. Masel, Convener, Mr. Gibbon. 

Transport.—Dr. G. W. Macartney, Convener. 

Accommodation.—Dr. B. L. W. Clarke, Chairman; Dr. 
Ralph Weaver, Secretary. 

Trade Exhibition.—Mr. S. N. Cobbold, Chairman; Dr. J. G. 
Wagner; Mr. Robb. 

Publicity within the Profession.—Dr. Felix Arden. 

Committee of Secretaries of Sections.—Dr. N. Gutteridge, 
Chairman; Dr. D. Jackson, Secretary. 

Press Liaison.—-Dr. F. W. R. Lukin. ‘ 

Hobbies—Dr. Garth May, Secretary; Dr. L. P. 
Winterbotham, Chairman. 





Medical Museum and Scientific Exhibits—Dr. A. E. F. 
Shaw, Convener. 

Congress Dinner.—Dr. Paul Mitchell, Dr. B. L. W. Clarke, 
Dr. L. J. Nye. 

Sponsoring.—Dr. Felix Arden, Dr. J. G. Wagner. 


— 


jPost-Oraduate Tork. 











THE POST-GRADUATE COMMITTEE IN MEDICINE 
IN THE UNIVERSITY OF SYDNEY. 





Overseas Lecturers, Mayo Clinic. 


THE Post-Graduate Committee in Medicine in the 
University of Sydney announces that Dr. O. T. Clagett, of 
the surgical staff of the Mayo Clinic, Rochester, United 
States of America, and Dr. Lee Eaton from the diagnostic 
side of the neurologic department of the Mayo Clinic, who 
are visiting Australia at the invitation of the Royal Aus- 
— College of Surgeons, will be in Sydney during 
April. 

Arrangements have been made for them to lecture on 
the same evening, Wednesday, April 26, 1950, at 8.15 p.m. 
in the Stawell Hall, 145 Macquarie Street, Sydney. Dr. 
O. T. Clagett will lecture on “Carcinoma of the Lung”, and 
Dr. Lee Eaton on “Myasthenia Gravis: Its Diagnosis and 
Management”. All members of the medical profession are 
invited to attend these lectures. 





LECTURES BY PROFESSOR F. J. BROWNE. 





EMERITUS Proressor F. J. Browne, D.Sc., M.D., F.R.C.S. 
(Edin.), F.R.C.O.G., until recently Professor of Obstetrics 
and Gynecology at University College Hospital in the 
University of London, will visit Australia shortly on the 


. invitation of the King George V and Queen Mary Maternal 


and Infant Welfare Foundation. He will give a series of 
lectures and conduct hospital question sessions in Sydney 
between March 30 and May 10, 1950. 

Subsequent to his visit to New South Wales, he will visit 
New Zealand and, it is anticipated, the remaining States 
in Australia. He will also participate in the Australasian 
Medical Congress (British Medical Association) in Brisbane 
(May 27 to June 3, 1950). 

A copy of the programme in Sydney will be posted to the 
medical practitioners in New South Wales. Further infor- 
mation may be obtained from the Secretary of the King 
George V and Queen Mary Maternal and Infant Welfare 
Foundation, 52 Bridge Street, Sydney. 


_ 
—_— 


Australian Medical Board JOroceedings. 








VICTORIA. 





THE following statement is published at the request of the 
Medical Board of Victoria. 


The attention of the Medical Board of Victoria was 


‘ recently drawn to the action of a medical practitioner in 


obtaining priority delivery of a new motor vehicle on state- 
ments that this car was urgently required by him to 
effectively carry out the work of his extensive practice. 

The distributors of the vehicle alleged that the vehicle 
was resold shortly after delivery. 

At the last meeting of the Board, the medical practitioner 
concerned was called to explain his actions in the matter 
as the Board views false certification of any description by 
a medical practitioner in a very serious light. 

The medical practitioner admitted to the Board that he 
had resold the vehicle as alleged by the distributors, well 
knowing that he had given his word not to dispose of the 
said vehicle within twelve months of the date of purchase 
except with the express permission of the agents. 

The Board decided to take no further action in the matter 
provided the medical practitioner concerned forwarded a 
written apology to the distributors and offered to reimburse 
the said agents with any out-of-pocket expenses incurred by 
his transactions. 
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In making this decision, the Board warned the prac- 
titioner that any future evidence of false certification of any 
description on his part would result in immediate 
disciplinary action in accordance with the provisions of the 
Medical Act. 





NEW SOUTH WALES. 





THE undermentioned have been registered, pursuant to 
the provisions of the Medical Practitioners Act, 1938-1939, of 
New South Wales, as duly qualified medical practitioners: 


Charles, Gilbert Pendrill, L.M.S.S.A. (London), 1930, 
D.P.H. (R.C.P. and S.), 1941, Greenlands, Nimmitabel. 
Harper, Cecil Gordon, M.R. Cc. S. (England), L.R.C.P. 


(London), 1925, Clarence Town. 

Lomax-Simpson, Josephine Mary, M.B., Ch.B., 1948 
(Univ. Aberdeen), c.o. Bank of New South Wales, 
George Street, Sydney. 

Macaulay, Francis Vincent, M.B., Ch.B., 1948 (Queen’s 


University, Belfast), co. Surgeon Lieutenant 
Shepparton, Royal Australian Navy, Garden Island, 
Sydney. 

Mollenhauer, Paul, M.D., 1912 (Univ. Koenigsberg); 


also recommended and approved for registration in 
terms of Section 17 (2) of the Medical Practitioners 
Act, 1938-1945, 50 Towns Road, Rose Bay. 

Wheatley, John Norman, L.M.S.S.A. (London), 1924, 22 
Northcote Road, Lindfield. 

Adler, Leslie, registered in accordance with the pro- 
visions of Section 17 (1) (c) of the Medical Prac- 
titioners Act, 1938-1945, 14 Balfour Road, Rose Bay. 

Bern, Max Heinz, registered in accordance with the 
provisions of Section 17 (1) (c) of the Medical 
Practitioners Act, 1938-1945, 13 Elizabeth Bay Road, 
Elizabeth Bay. 

Deligdisz, Wolf, registered in accordance with the pro- 
visions of Section 17 (1) (c) of the Medical Prac- 
titioners Act, 1938-1945, West End, Crick Avenue, 
Potts Point. 





Frischer, Isaak, registered in accordance with the pro- 
visions of Section 17 (1) (c) of the Medical Prac- 
titioners Act, 1938-1945, Darnley, Macarthur Avenue, 
Crow’s Nest. 

Fromer, Solomon Joseph, registered in accordance with 
the provisions of Section 17 (1) (c) of the Medical 
Practitioners Act, 1938-1945, 25 Ocean Avenue, 
Edgecliff. 

Marel, Joseph Oscar, registered in accordance with the 
provisions of Section 17 (1) (c) of the Medical 
Practitioners Act, 1938-1945, 143 Forbes Street, 
Darlinghurst. 





TASMANIA. 





THE undermentioned have been registered, pursuant to 
the provisions of the Medical Act, 1918, of Tasmania, as 
duly qualified medical practitioners: 

Banfield, John Francis, M.B., B.S., 
Royal Hobart Hospital, Hobart. 

Quoyle, John Francis Charles, M.B., BS., 
Sydney), Royal Hobart Hospital, Hobart. 

Slaweska, Valda Doreen, M.B., B.S., 1949 (Univ. Mel- 
bourne), Launceston Hospital, Launceston. 


1948 (Univ. Sydney), 
1948 (Univ. 





Mominations and Elections. 





THE undermentioned have applied for election as members 
of the New South Wales Branch of the British Medical 
Association: 

Mackie, Bruce Stephen, M.B., B.S., 1948 (Univ. Sydney), 
35 Kerr Street, Mayfield, New South Wales. 

Garner, Margaret Flora, M.B., B.S., 1950 (Univ. Sydney), 
Goulburn District Hospital, Goulburn, New South 
Wales. 








DISEASES NOTIFIED IN EACH STATE AND TERRITORY OF AUSTRALIA FOR THE WEEK ENDED MARCH 4, 1950." 
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1 The form of this table is taken from the Official Year Book of the Commonwealth of Australia, Number 87, 1946-1947. 


the metropolitan area. 
* Figures not available. 


Figures in parentheses are those for 


* Figures ogee owing to absence of returns from the Northern Territory. 


* Not notifiabl 


(a) Includes Mossman an d Sarina fevers. (6) Mainly relapses amon: 


tick typhus. (g) Includes leptospiroses, Weil’s and para-Weil’s di 


g servicemen infected overseas. 
over fourteen years. (d) Includes all forms. (e) Includes enteric fever, peantgphod fevers and other Salmonella infections. 


(c) Notifiable disease in Queensland in females aged 
(f) Includes scrub, murine and 
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Joyce, Patrick Raymond, M.B., B.Ch., 1946 (National 
Univ. Ireland), H.M.A.S. Penguin, Balmoral. 


The undermentioned have been elected as members of the 

New South Wales Branch of the British Medical Association: 

Baccarini, Antony Leivio, M.B., B.S. 1950 (Univ. 
Sydney), Sydney Hospital, Sydney. 

Elvy, Robert James, M.B., B.S., 1950 (Univ. Sydney), 
Sydney Hospital, Sydney. 

Forman, Ralph William, M.B., B.S., 1950 (Univ. Sydney), 
7 Alton Avenue, North Strathfield. 

Harris, Henry, M.B., B.S., 1950 (Univ. Sydney), Royal 
Prince Alfred Hospital, Camperdown. 

Hughes, Francis Cameron, M.B., B.S., 1942 (Univ. 
Sydney), 48 Fort Street, Petersham. 

Joseph, Douglas, M.B., B.S., 1947 (Univ. Sydney), Royal 
North Shore Hospital, St. Leonards. 

Line, Daphne Harrington, M.B., B.S., 1950 (Univ. 
Sydney), Rachel Forster Hospital for Women and 
Children, Pitt Street, Redfern. 

McBride, William Griffith, M.B. BS., 1950 (Univ. 
Sydney), St. George Hospital, Kogarah. 

Parkin, Gordon Maurice, M.B., B.S., 1950 (Univ. Sydney), 

i Royal Prince Alfred Hospital, Camperdown. 

Saunders, Richard John, M.B., B.S., 1950 (Univ. Sydney), 
Royal Prince Alfred Hospital, Camperdown. 

Williams, Warwick Laurent, M.B., BS., 1946 (Univ. 
Sydney), 3 Torrington Road, Strathfield. 

Wilson, Jean Margaret, M.B., B.S., 1947 (Univ. Sydney), 
132 Glebe Road, Glebe. 

Frischer, Isaak, registered in accordance with the 
Provisions of Section 17 (1) (c) of the Medical 
Practitioners Act, 1938-1945. ‘Darnley’, MacArthur 
Avenue, Crow’s Nest. 


The undermentioned have been elected as members of the 
South Australian Branch of the British Medical Association. 


Bennett, Richard Barkly, M.B., B.S., 1949 (Univ. 

: Adelaide), 19 Fullarton Road Fullarton. 

Doman, Frederick Spencer Howe, M.B., B.S., 1949 (Univ. 
Adelaide), Royal Adelaide Hospital, Adelaide. 

Eldridge, David Melbourne, M.B., B.S., 1948 (Univ. 
Adelaide), 4 Netherby Avenue, Netherby. 

Behrndat, Arthur Clive, M.B., B.S., 1948 (Univ. Adelaide), 
227 Magill Road, Trinity Gardens. 

Brock, Rex Richard Ashby, M.B., B.S., 1949 (Univ. 
Adelaide), 38 Queen Street, Norwood. 

Casley Smith, Marjorie Phyllis, M.B., B.S., 1927 (Univ. 
Adelaide), 94 Cambridge Terrace, Malvern. 

Schudmak, Henry, M.B., B.S., 194@ (Univ. Adelaide), 
32 Portrush Road, Tusmore. 

Game, David Aylward, M.B., B.S., 1949 (Univ. Adelaide), 
Flat 5, Ruthven Mansions, Pulteney Street, Adelaide. 

Game, Patricia Jean, M.B., B.S., 1949 (Univ. Adelaide), 
Flat 5, Ruthven Mansions, Pulteney Street, Adelaide. 


Dr. E. A. Rogers has been reelected a member of the 
Tasmanian Branch of the British Medical Association. 





Notice, 





MEMORIAL TO THE LATE PROFESSOR T. P. 
McMURRAY. 





A COMMITTEE in Liverpool, England, has inaugurated a 
memorial to the late Professor T. P. McMurray in the form 
of an annual clinical prize to be awarded on the results of 
the examination for the degree of Master of Orthopedic 
Surgery. Subscriptions are invited to the fund and may 
be forwarded direct to Mr. Bryan McFarland, F.R.CS., 
Department of Orthopedic Surgery, The University of 
Liverpool, Liverpool, England, or to Dr. A. R. Hamilton, 135 
Macquarie Street, Sydney. 





Dbituarp,. 





STANLEY ROY STAFFORD. 





We regret to announce the death of Dr. Stanley Roy 
Stafford, of Kogarah, New South Wales, which occurred on 
March 10, 1950. 








Corrigendum. 





In the paper entitled “Diabetic Mortality in Australia” by 
H. O. Lancaster and J. Kempson Maddox, published in the 
issue of March 11, 1950, the figures appearing above the 
legends Figure Ia and Figure Is on page 319 have been 
inadvertently transposed. We regret this error. 
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Diary for the Month. 


Mar. 28.—New South Wales Branch, B.M.A.: Council Quarterly. 
Mar. 30.—New South Wales Branch, B.M.A.: Annual Meeting. 
Mar. 30.—South Australian Branch, B.M.A.: Branch Meeting. 
Apr. 4.—New South Wales Branch, B.M.A.: Council Meeting. 
Apr. 5.—Victorian Branch, B.M.A.: Branch Meeting. 

Apr. 5.—Western Australian Branch, B.M.A.: Council 


Meeting. 
Apr. 6.—South Australian Branch, B.M.A.: Council Meeting. 
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Wevical Appointments: Important Motice. 





MEDICAL PRACTITIONBRS are requested not to apply for any 
appointment mentioned below without having first communicated 
with the Honorary Secretary of the Branch concerned, or with 
the Medical Secretary of the British Medical Association, 
Tavistock Square, London, W.C.1. 

New South Wales Branch (Honorary Secretary, 135 Macquarie 
Street, Sydney): Ashfield and District United Friendly 
Societies’ Dispensary; Balmain United Friendly Societies’ 
Dispensary; Leichhardt and Petersham United Friendly 
Societies’ Dispensary ; Manchester United Medical and Dis- 
pensing Institute, Oxford Street, Sydney; North Sydney 
Friendly Societies’ Dispensary Limited; People’s Prudential 
Assurance Company Limited; Phenix Mutual Provident 
Society. 

Victorian Branch (Honorary Secretary, Medical Society Hall, 
East Melbourne): Associated Medical Services Limited; 
all Institutes or Medical Dispensaries; Australian Prudential 
Association, Proprietary, Limited; Federated Mutual 
Medical Benefit Society; Mutual National Provident Club; 
National Provident Association; Hospital or other appoint- 
ments outside Victoria. 

Queensland Branch (Honorary Secretary, B.M.A. House, 226 
Wickham Terrace, Brisbane, B.17): Brisbane Associated 
Friendly Societies’ Medical Institute; Bundaberg Medical 
Institute. Members accepting LODGE appointments and 
those desiring to accept appointments to any COUNTRY 
HOSPITAL or position outside Australia are advised, in 
their own interests, to submit a copy of their Agreement to 
the Council before signing. 

South Australian Branch (Honorary Secretary, 178 North 
Terrace, Adelaide): All Lodge appointments in South 
Australia; all Contract Practice appointments in South 
Australia. 

Western Australian Branch (Honorary Secretary, 205 Saint 
George’s Terrace, Perth): Norseman Hospital; all Contract 
Practice appointments in Western Australia. All govern- 
ment appointments with the exception of those of the 
Department of Public Health. 





Editorial Wotices. 





MANovSscRIPTs forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Tue 
—— JOURNAL OF AUSTRALIA alone, unless the contrary be 
stated. 

All communications should be addressed to the Editor, Tux 
MEDICAL JOURNAL OF AUSTRALIA, The Printing House, Seamer 
Street, Glebe, New South Wales. (Telephones: MW 2651-2.) 

Members and subscribers are requested to notify the Manager, 
THE MEDICAL JOURNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of so unless such notification is received within one 
month. 

SUBSCRIPTION Ratgs.—Medical students and others not 
receiving THB MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. he rate is £3 
er annum within Australia and the British Commonwealth of 

ations, and £4 10s. per annum withir America and foreign 
countries, payable in advance. 
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